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PITOCIN 


AN OXYTOCIC OF CHOICE 


PITOCIN is widely used in obstetrics because of its physiologic effect on uterine | 
musculature. In addition, the fact that it is notably free from vasopressor action is | 
often a significant advantage. Intravenous administration of diluted p1tocin in 

emergencies makes possible ready control of dosage and response. 


Pitocin is valuable in treatment for primary and for secondary uterine inertia, for 
postpartum hemorrhage due to uterine atony, for the third stage of labor, for induc- 
tion of labor, and during cesarean section to facilitate suturing the uterine wall. 


*Kaufman, R. H.; Mendelowitz, S. M., & Ratzan, W. J.: Am. J. Obst. & Gynec. 65:269, 1953. 
PITOCIN (oxytocin injection, Parke-Davis) is supplied in 0.5-cc. (5-unit) ampoules, and in 1-ce. 


(10-unit) ampoules, in boxes of 6, 25, and 100. Each cc. contains 10 international oxytocic units 
(U.S.P. units). 
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For Nasal Congestion 
in THE COMMON COLD 


Physiologically acceptable Neo-Synephrine 
hydrochloride solution promptly constricts the 
engorged nasal capillaries which are responsible 
for nasal congestion in the common cold. When 
the nasal mucosa is reduced to its normal state, 
the nasal passages resume their proper patency, 
drainage is possible, and the patient can again 
breathe freely. 


By its shrinking action on the nasal mucosa, 
Synephrine helps to keep the sinuses aerated 
and the openings to the eustachian tubes clear. 


Neo-Synephrine within minutes produces decon- 
gestion that lasts for hours. 


® 
NEO-SYNEPHRINE 
Hydrochloride 
0.25%, 0.5% and 1% Solution 
Nu: Nasal Spray — Plastic Squeeze Bottle 
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(HYDROCORTISONE. MERCK) 


ydr oCortone 


A valuable aid in i 
rehabilitating the arthritic patient 


HyYDROCORTONE is a practical long-term thera- arthritis, osteoarthritis, and bursitis. 


conservative general measures will permit the f tablet pes line's 
safe management of these arthritics for pro- TB A: 25 
longed periods of time. Such a program has been é 
shown to provide moderate to great relief in a ‘A cate: 35 
very high percentage of patients.? In severely 
handicapped people, HyDROCORTONE plus physi- 
cal therapy will frequently allow the rehabilita- 
tion of arthritics who would not be helped 
appreciably by either measure alone. 


OTHER INDICATIONS: Still’s Disease, rheuma- PULARELPIGA 1. PA. 
toid spondylitis, psoriatic arthritis, traumatic DIVISION OF MERCK & CO. 


REFERENCES: 1. Boland, E. W. and Headley, N. E., J.A.M.A. 148:981, March 22, 1952. 2. Ward, L. E., Polley, H. F., Slocumb, 
C.H. and Hench, P.S., J.A.M.A. 152:119, May 9, 1953. 3. Snow, W. B. and Coss, J. A., N.Y. State J. Med, 52:319, Feb. 1, 1952. 
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know your diuretic 


will your cardiac patients 


be able to continue 


the diuretic you prescribe © 


uninterrupted therapy is the key factor in diuretic control of 
congestive failure. You can prescribe NEOHYDRIN 


every day, seven days a week, as needed. 


TABLET 


NEOHYDRIN® 


BRAND OF CHLORMERODRIN (18.3 MG. OF 3-CHLOROMERCURI- 
2-METHOXY-PROPYLUREA IN EACH TABLET) 


. 
no rest periods...no refractoriness 


acts only in kidney... 


no unwanted enzyme inhibition 


4 
in other parts of the body. i ‘ 
i 
i 
standard for initial control of \ 
severe failure MERCUHYDRIN® SODIUM @ i 
BRAND OF MERALLURIDE INJECTION 
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ALL YOURS 
with a General Electric 


Electrocardiograph 


1. Recordi ng is faster, much simpler 


With the Cardioscribe, there’s no more fussing with electrodes 
during lead taking. Exclusive chest lead selector switch makes the 
difference. Once patient electrodes are in place, you can take leads 
1, 2, 3, aVR, aVL, aVF — as well as the 1 to 6 positions at V, CR, | 
CL and CF merely by turning switches. | 


Paper loading is easier, 
: more accurate | 


You'll welcome the advantages | 
built into General Electric's 
new paper drive. Extremely 
accurate, it lets you load in the 
open...in seconds! No fum- 
bling inside the case . . . noth- 
ing to disassemble. Just flip 
open the hinged door, pull out 
™ the paper drive, load, and snap 
back into place. 


3. Cabinet offers extra convenience, safety 


Here’s truly functional design! The Cardioscribe is a flat, easily 
handled package. Control covers open wide at a touch . . . no clumsy 
catches or locks! No groping for controls! Every dial easily accessi- 
ble. Its leather handle is attached to the main case. When carried, 
weight is close to your body . . . just like an overnight bag. 


Another distinct Cardioscribe advantage: famous General Electric 
service from over 70 district and local offices. For full details on the 


DWB Cardioscribe, call your G-E representative. 


Progress /s Our Most Important Product 


GENERAL ELECTRIC 


Direct Factory Branches: 
PHILADELPHIA — Hunting Park Avenue at Ridge BALTIMORE — 2 West Eager Street 
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Rheumatoid arthritis, 
rheumatic fever, 
intractable asthma, 
allergies... 


Supplied: 
5 mg. tablets in bottles of 50 


10 mg. tablets in bottles of 25, 100, 500 
20 mg. tablets in bottles of 25, 100, 500 


*#REGISTERED TRADEMARK FOR THE UPJOHN 
BRAND OF HYDROCORTISONE (COMPOUND F) 


The Upjohn Company, Kalamazoo, Michigan 
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agents 
choice 


‘BRAND OF OXYTETRACYCLIN 


® 
1 nN 
For (ESTABLISHED) broad-spectrum antibiotic 
therapy—supplied in convenient Capsules, 
Tablets (sugar coated), Oral Suspension 
(raspberry flavored), Pediatric Drops (raspberry 


flavored), Intramuscular, Intravenous 
and Ophthalmic Ointment. 


BRAND OF TETRA 


For the (NEWEST) broad-spectrum antibiotic 
therapy—supplied in convenient Capsules, 
Tablets (sugar coated), Oral Suspension 
(chocolate flavored), Pediatric Drops 
(banana flavored), Intravenous and 
Ophthalmic Ointment. 


Both discovered by world’s largest producer of antibiotics 


PFIZER LABORATORIES, Brooklyn 6, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
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985 doctors who have 
exhibits at medi 
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d Viceroy 


To the 64, 
visited Viceroy 
conventions 
smoke and recommen 


Only Viceroy has this new-type 
filter. Made of a non-mineral 
cellulose acetate—it gives the 
greatest filtering action possible 
without impairing flavor or im- 


peding the flow of smoke. 


Yo, 


Your approval 
we say “Than lish our leadership 


has helped estabis® tolls all other 


_, Viceroy now ou 
filter tip cigarettes! 


Smoke is also filtered through 
Viceroy’s king-size length of rich 
costly tobaccos. Thus, Viceroy 
smokers get double the filtering 
action .. . for only a penny or two 
more than brands without filters. 


WORLD'S LARGEST-SELLING FILTER TIP CIGARETTE 


New hing-Size 


Mi, 


ONLY A PENNY OR TWO MORE THAN CIGARETTES WITHOUT FILTERS 7 ue 
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NEW VICEROY GIVES SMOKERS 


FILTERS 
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W... you use short-acting 
NEMBUTAL for obstetrical amnesia, you'll find 
these advantages constant: 


Short-acting NEMBUTAL can produce 
any desired degree of cerebral depression— 
from mild sedation to deep hypnosis. 


The dosage required is small—only about 
one-half that of many other barbiturates. 


Hence, there’s less drug to be 
inactivated, shorter duration of effect, 

wide margin of safety and little tendency 
toward morning-after hangover. 


In equal oral doses, no other 
barbiturate combines quicker, briefer, 
more profound effect. 


Good reasons why physician preference for 
short-acting NEMBUTAL continues to grow— 


after 24 years’ use in more 
than 44 clinical conditions. Obbott 


(PENTOBARBITAL, ABBOTT) 
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PENICILLIN PLUS! 


Oral BICILLIN is a penicillin of choice because it is synonymous with 
plus factors in penicillin therapy. It means assured penicillin absorption 
through its unique resistance to gastric destruction.! It means more ' 
prolonged action than soluble penicillins achieve.! It means penicillin 
plus delicious taste (Oral Suspension), plus convenience of administra- 
tion (Tablets), plus the notable safety of penicillin by mouth. ‘ 


For all these plus factors, prescribe Oral BICILLIN. 


1. American Medical Association: New and Nonofficial Remedies. J. B. Lippincott 


Co., Philadelphia, 1954, p. 147. | 
TABLETS SUSPENSION 

@ ORAL BICILLIN’ #4 
Benzathine Penicillin G (Dibenzylethylenediamine Dipenicillin G) Philadelphia 2, Pa. 7 


Penicillin with a Surety Factor s 
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Most acute bacterial respiratory infections 
you encounter respond readily to ‘Ilotycin.’ 


‘llotycin’ kills susceptible pathogens of the 
respiratory tract. Therefore, the response is 
decisive and quick. Bacterial complications such 
as otitis media, chronic tonsillitis, and pyelitis 
are less likely to occur. 

Most pathogens of the respiratory tract 
are rapidly destroyed. Yet, because the col- 
iform bacilli are highly insensitive, the bacterial 
balance of the intestine is seldom disturbed. 


‘llotycin’ is notably safe and well toler- 


ated. Urticaria, hives, and anaphylactic reac- 


ELI LILLY AND COMPANY - 


tions have not been reported in the literature. 
Staphylococcus enteritis, avitaminosis, and 
moniliasis have not been encountered. 
Gastro-intestinal hypermotility is not ob- 
served in bed patients and is seen in only a 
small percentage of ambulant patients. 
Available as specially coated tablets and pe- 
diatric suspensions. 


QUALITY /RESEARCH/INTEGRITY 


INDIANAPOLIS 6, INDIANA, U.S.A. 
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THE EARLY MANAGEMENT OF POLIOMYELITIS* 


WILLIAM T. GREEN, M.D.,** 
Boston, Mass. 


I want to talk a bit about the early 
treatment of poliomyelitis and to call at- 
tention to some of the highlights of care 
during that period. 

There are really two aspects that we 
should consider in the disease early: its 
characteristic of acute illness; and its de- 
mands in symptomatic care. Those de- 
mands as an acute illness may be quite 
dramatic. It may extend into the area of 
bulbar difficulty and respiratory difficulty, 
so that in its early state, in the isolated 
cases, there may be a great deal of 
drama and it requires immediate action, 
accurate action, if life is to be saved. 

But except for that, the greater part 
of the problem has to do with the muscu- 
lo-skeletal disease, and I would like to 
emphasize that by entering into the care 
of this musculo-skeletal disease early in 
the prevention of deformities and in re- 
habilitation, a great deal of the crippling 
effect can be eased, and certainly the 
treatment in the future can be simplified. 

I will refer later, if I may, to a part of 
the care during the bulbar and respira- 
tory phases, but I would like to ask first 
why is polio such a crippling disease? Is 
it entirely the great lay interest in the 
disease that has emphasized its impor- 
tance as a crippling disease, or is it real- 
ly crippling? 

It really is crippling, and in its effect 
upon the nervous system there are two 
characteristics that account for this crip- 
pling. The first is the fact that we have 
a flaccid paralysis, and that this flaccid 
paralysis is likely to be patchy in distri- 
bution, and often is asymmetrical in dis- 
tribution. So that if the agonists are in- 
volved controlling a joint, the antagon- 
ists may not be involved. So we have 
one group of muscles that tend to pull 
and deform. 


*Read before the Medical Society of Delaware, Wilming- 


ton, October 14, 1953 : 
**Professor of Orthopedic Surgery, Harvard University. 


The second characteristic that makes 
it crippling is the fact that those muscles 
that still have their innervation tend to 
shorten; many of them tend to shorten 
or show so-called muscle spasm. They 
have increased electropotentials, they are 
irritated by stretching, and they want to 
shorten and stay short if the patient is 
comfortable and if he is left on his own. 

So you have, by its characteristics of 
muscle disease, a disease which paralyzes 
one group to a greater or less degree so 
that it can’t control the part, and a good 
many of the muscles that are left and 
have innervation tend to deform and pull 
the part into deformity. 

One other thing increases the crippling 
effect, and that is that if the muscles are 
left shortened and the part is left in that 
position, it tends to stay in that position, 
and if it is left long enough you will have 
a terrible time getting it out of the de- 
formed attitude. 

Without going into detail, this adapta- 
tion of the shortened muscle to its new 
length is given the term myostatic con- 
tracture. It is not just a characteristic 
of polio; it is a characteristic of the 
neuromuscular mechanism. So the mus- 
cles tend to shorten, and if they are left 
that way they tend to stay that way and 
the deformity can become a fixed one and 
can become a permanent one. 

In an aside, I would iike to add one 
other feature of the disease, and that is 
that deformity tends to inhibit the re- 
turn ot the limb power of those muscles 
which are stretched out of their natural 
length. For example, in the wrist — 
which is not as good an example as most 
but it is much easier for me to demon- 
strate it up here — if in this individual 
we have injury to the dorso-flexors of 
the wrist so that they have great weak- 
ness, whereas the flexors are quite 
strong, and they are left in this position, 
the return of these muscles, even if they 
have the potentiality of return, is greatly 
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inhibited. That again is not solely a 
characteristic of polio; it is a character- 
istic of the neuromuscular mechanism if 
it is insulted in this way by other things 
as well. 


Almost immediately, if we just take 
those simple premises, one gets an idea 
of certain features of treatment. Num- 
ber one, that we don’t want to leave the 
part in fixed deformity even from the be- 
ginning. That is the first part of my 
comment. We must pay attention to the 
parts, the position of the parts, from the 
onset of the paralysis. That turns out to 
be a very important thing. 

The next thing is that we must not 
only pay attention to position but we 
must carry the parts out of the deformed 
attitude. In the beginning that can very 
well be done by ordinary nursing care, 
and if we have physiotherapists, have 
them visit on two occasions a day to 
gradually carry the part out of deformity 
and develop the range of motion, because 
if we leave it fixed that is where it is 
going to be, and it is going to inhibit 
what we are trying to accomplish. 

If we may start in with the slides for 
a moment we will swing through this. 

(Slide) Here is an individual who is in 
the acute stage, and merely to represent 
a point, you will notice that this child 
has a pelvis, if you notice in the recum- 
bent position, that is tilted up into flex- 
ion. The foot is externally rotated. That 
individual has a good bit of so-called 
muscle spasm in the flexors of his hip, in 
his ilio-tibial tensor fasciae femoris, and 
in the flexors generally, so that his pel- 
vis is sharply tilted. You can appreciate 
the tightness when you bring him up. 

That is merely to illustrate the point 
not only of paralysis — no paralysis 
would give you that appearance — but 
the combination of paralysis and the 
tendency of tightening of these muscles. 

(Slide) In talking about this, I am go- 
ing to use old terminology, in which we 
speak of the acute stage as being the 
febrile, the period of febrile illness, and 
ordinarily we say that the acute stage, 
for purposes of our discussion, ends 
about 48 hours after the temperature is 
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normal. I can remember when acute 
stage was used for the whole sensitive 
period. This is not our habit, but it is 
the period when the disease may increase 
in degree of paralysis and in degree of 
illness, and, just for giving a practical 
deadline, we will say 48 hours after the 
temperature is normal. 


In the convalescent stage, which is 
from that time until spontaneous recov- 
ery of muscles has ceased, and ordinarily 
we think of that as about 16 months. 
That is a little long. We will see the 
curve of recovery in our cases in just a 
moment. 

In the first part of this convalescent 
stage the muscles are quite sensitive, and 
in treatment we have to obey that sensi- 
tivity. Mauling of sensitive muscles gets 
you nowhere. On the other hand, we are 
confronted with the problem in which we 
want to get a full range of motion, and 
we don’t want the part to be in deform- 
ity. 

The sensitive phase may last several 
days, weeks or months. Then we come to 
the asensitive phase, where the muscles 
have the potentiality of recovery and 
sensitivity is not one of the features of 
the disease. 

Finally, the chronic stage, which I 
would only like to say does not mean that 
the patient is through. He can be reha- 
bilitated by surgical measures, by train- 
ing, and by various other things. I just 
wanted to have a common definition with 
you. These are terms that we all use. 
But your definition may be a little differ- 
ent from mine. 

(Slide) This is the curve of recovery 
of musculature, as we see it in our cases. 
You notice this is ten months after on- 
set. You see that for the first four 
months the curve of recovery is quite 
steep. It flattens out very perceptibly be- 
tween four and ten months, and at six- 
teen months the recovery is practically at 
an end. 

(Slide) Nobody keeps in this position 
all the time, but ordinary nursing care 
and the bed board, and so on, are help- 
ful. If you happen to think about it, the 
foot is the one thing that gets into 
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trouble no matter what position you are 
in. If you are on your back, it drops 
down. If you are on your face, it is 
pushed into the plantar flexion. The foot 
board is a helpful thing. Most other 
things in the sensitive stage you can pay 
attention to by just ordinary position. 


(Slide) Starting early passive motion 
to develop ranges of motion is a funda- 
mental thing from the beginning. Those 
hands belong to someone in the darkness, 
showing the beginning of early passive 
motion to emphasize it, and I mean right 
in the beginning. Even in the febrile 
period a little bit of motion with ordi- 
nary nursing care, but the average pas- 
sive exercise starts 48 hours after the 
temperature is down. 

(Slide) Hot packs. Heat is helpful, 
not as a curative thing, not as having 
any dramatic effect, but if you’ve got a 
sore shoulder, heat helps get motion 
started. Heat helps, if the patient is very 
sensitive, to those areas that are sensi- 
tive. We frequently apply heat immed- 
iately prior to exercise to develop motion. 
It has no more dramatic effect that that, 
in our opinion. We put on our packs to 
areas that need it, often the back, and 
maybe around the shoulder, a _ lay-on 
pack, probably changing it once in thirty 
minutes: fifteen minutes on, add another 
one for fifteen minutes, and maybe two 
or three times a day, depending on sensi- 
tivity. We do not believe in packs every 
minute. 

(Slide) What is the effect of a pack? 
In our laboratory some time ago, Dr. 
Gucker having done a good part of this, 
we put on hot packs with thermocouples 
in the skin, and it is quite dramatic. The 
dotted line is muscle. You can under- 
stand that if you have a hot pack on the 
skin, and you have a thermometer there, 
it is going to be hot, but in the tempera- 
ture of the muscle itself you notice that 
the temperature goes up from 92 — this 
is Fahrenheit, which make it non-scien- 
tific — up to about 104. So that actual 
temperature in the muscle, with one of 
these hot packs, rises in that strong way. 

That’s fine, except the thing that really 
was interesting about this was to find 
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out that it lasts much longer than you 
think. So that even for three hours the 
temperature of the muscle was above 
that at which you started, by a very per- 
ceptible degree, and particularly high for 
two hours. I think that gives us a little 
feeling about the value of hot packs. 


(Slide) Very soon we start with carry- 
ing on passive motions. We are begin- 
ning to stretch a little that foot. If we 
allow it to get into equinus, it will be- 
come fixed there. If the muscles opposing 
that position are weak, they will stay 
weak, and they return much less rapidly 
and much less effectively. 

(Slide) The next thing in general 
planning — and this is from the begin- 
ning, and that is why I am emphasizing 
it — is to develop active exercises which 
are really designed upon the weakness of 
the muscle. You are more in the Balti- 
more area so you think of muscle in 
terms of percentage, while we think more 
in English terms and we have zero mus- 
cle, for example. I take it a zero muscle 
is still zero in percentage. As I remem- 
ber, a trace muscle is 10 per cent, and 
so on. We have been partial to the Eng- 
lish terminology because percentage con- 
notes accuracy. The percentages as we 
use them in muscle examination aren’t 
really percentages of power, and since I 
was brought up the other way I have 
never shifted. This is the old termin- 
ology as developed by Wright and Lovett 
years and years ago. 

But based upon an accurate analysis 
of the individual muscles, active exercises 
are started. We don’t wait for three 
weeks or four weeks or six weeks to start 
active exercise. We start them almost at 
the beginning of the convalescent stage, 
starting with a few muscles and carry- 
ing them along. What I am trying to 
emphasize is that we don’t mark time, 
and we get going in a combined fashion. 

I think it is well for me to interrupt 
at this juncture just to state a little 
philosophy that we follow at our place. 
As we go along we appreciate that there 
are two phases to this treatment. One is 
medical and the other is with someone 
who is concerned with musculo-skeletal 
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disease. In our particular institution it 
turns out that the orthopedic surgeon 
has long had this interest, so that the 
way we work it — and you will adapt 
your arrangements to your own person- 
nel — is that a patient is admitted on 
our pediatric service. Before he can even 
have a spinal puncture, the orthopedic 
resident must see the patient. That is 
first to emphasize the importance in a 
teaching setup of two types of interest 
in the case, and secondly, sometimes mus- 
cle examinations and sensitivities are 
complicated by the punctures, as you well 
know. 


From then on, the pediatrician is re- 
sponsible for the general care of the pa- 
tient, primarily for the respiratory prob- 
lems, if they arise, whereas the ortho- 
pedist is concerned with all the care of 
the musculo-skeletal system from the be- 
ginning, and indeed consults in the re- 
spiratory phases as well. 


That has been very beneficial in the 
teaching mechanism to broaden the hor- 
izon of the pediatrician in his care, and 
the orthopedist in his care. It sounds 
like it would be a house divided which 
cannot stand, but it stands very strongly. 
So when the time comes where rehabili- 
tation alone is the problem, the individ- 
ual concerned with that has been follow- 
ing this patient all the time and there is 
a very smooth transition. 


To go back, the active training of mus- 
cles is based upon their weakness, and 
the philosophy of trying to make these 
in simple general headings, the philos- 
ophy of training of the muscles, is to 
have the weak muscle do what it is sup- 
posed to. 

You say that’s all right, but it can’t do 
it. Well, if it can’t, you help it. Even if 
you can’t feel a contraction you help it 
until it becomes determined that the mus- 
cle will not recover. That doesn’t mean 
you go on for years doing the same 
thing, but there are certain rules and 
certain findings that will allow you to 
evaluate what it is going to do, although 
right at the start you won’t be able to 
tell. 
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If I were to complicate this statement, 
I would say that you have the muscle do 
what it is supposed to do and prevent 
muscular substitution, because if you al- 
low muscles to substitute for an action 
you really develop new patterns of habit 
which will complicate the return of the 
muscle, and even its full position in the 
pattern of motion. 


We have, then, ranges of motion, pre- 
vent deformity, exercises for muscle in 
specific weakness. 

(Slide) This, after all, is just an exer- 
cise for an antero-tibial muscle, being 
sure the muscle itself does what it is sup- 
posed to, which demands a fair knowl- 
edge of muscle phsyiology, but not as 
complicated as you might think. 

(Slide) This shows the curve of re- 
covery in muscles. These are zero mus- 
cles that won’t contract; 1-plus muscle, 
which is a trace muscle; poor, and fair. 
A fair muscle will just lift against grav- 
ity. This is a series of muscles showing 
their pattern of recovery. You notice 
that a zero muscle never gets better than 
a trace muscle on the average, if it is 
that way at two weeks. A month later 
it is still better defined what it is going 
to do. On the other hand, muscles that 
can really be felt to contract in two 
weeks have a much better chance to re- 
cover, but when they are poor they really 
have good potentialities of recovery if 
that is their power at two weeks. The 
longer they go without showing definite 
recovery the more definite it is where 
they are going to be and that they are 
not going to recover. 

(Slide) We have mentioned the impor- 
tance of preventing deformity. Casts 
should be used freely, if need be, after 
that very early sensitive stage, not as 
fixed things but as removable bivalve 
things. You see the straps on there. You 
can’t expect a child to stay down against 
a foot board, a child of three, and yet if 
you allow the foot to drop into a de- 
formed attitude it is going to become 
fixed. So free use of casts after that 
early sensitive phase is in order. 

(Slide) The foot and the hand partic- 
ularly require it. 
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(Slide) Then active exercises are in- 
creased as the patient can do it. If he 
needs to be sidewise to remove gravity, 
as here on a board, that is the way to do 
them. Likewise, as he reaches the asensi- 
tive phase, you must stretch the muscles 
out at that stage, not hurting them, so 
that we have the natural length of the 
muscle, which is being done here. 

(Slide) Water is very helpful indeed 
as an exercise medium. Particularly, it 
allows you to apply heat at the start of 
your exercise regimen. So we use a 
Hunter tub, if it is convenient. It isn’t 
necessary. But with warm water, maybe 
at 104, or as tolerated, a patient tends 
to relax before exercise, and then the ex- 
ercise can be carried out there. 

(Slide) I would like to emphasize that 
certainly you must observe the patients 
from the beginning to see if they stay in 
a fixed deformity. You walk around and 
you see a patient on his back lying in a 
little curve. If one doesn’t get at that 
curve from the beginning, the potential 
amounts of severe deformity are very 
great. 

(Slide) Here is a child — hard work 
at stretching it. It is so fixed that even 
on stretching it it doesn’t want to get 
out of deformity. We will even stop at 
that stage and put on a turnbuckle cast, 
and very often we feel it prevents a se- 
vere scoliosis. 

(Slide) In trying to move along rapid- 
ly, I would like to emphasize that we 
don’t allow the patient to lie down by the 
hour. As soon as they have reached the 
period when the sensitivity is decreasing, 
they are turned up in a supported posi- 
tion. I am assuming these patients are 
really involved in a significant way. The 
treatment of a mild polio with no para- 
lytic involvement is another thing, of 
course, entirely. But this type of bed 
will allow the individual to be turned up 
gradually stretching him out, and gets 
him going. 

(Slide) This shows that the next phase 
of exercise is exercise against resistance; 
in this instance, gravity is the resistance. 
You remember that active exercises in 
the beginning are designed to make the 
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muscle do the job it should. We can’t dis- 
cuss the details of when one shifts in its 
characteristics, but gradually, as they do 
things — and it really works in a pat- 
tern — you give the muscle more to do, 
first against gravity and then against re- 
sistance. 


On the other hand, the problem in the 
convalescent stage is not to make the 
muscle strong. It is to make it do what 
it should do in the pattern. 


(Slide) So after individual muscles are 
well squared away, we are concerned with 
how they do things. We get them up. If 
at first they tend to be in deformity sit- 
ting, it needs to be supervised. 

(Slide) In walking too, maybe they 
have normal arms but a little weakness 
in the legs. The use of crutches to assist 
is indicated. If an individual reaches the 
stage where they can walk normally, that 
in itself is a good exercise, but one must 
supervise it to be sure they don’t develop 
bad habits again. If they do it in the be- 
ginning they get a poor habit of gait, 
which inhibits their normal activities in 
the future. 


(Slide) Support of braces we use as 
necessary. We are only going to go 
through the early phases. Here is a curv- 
ature of the spine which shows a marked 
curve, and with a mobile removable brace 
you see the spine can be held. Sweeping 
the country has been an idea that braces 
and casts are pernicious. They are the 
most helpful thing you can imagine if 
you really need them. 

(Slide) Here is the individual showing 
his brace on and off. 

(Slide) Then if they need braces when 
they get going, they should be light and 
supportive, if possible. To clutter them 
up with a heavy brace early to protect 
a muscle we find is an unsatisfactory 
technique. On the other hand, if they 
have a weak gastrocnemius and you can 
help the little spring take-off and teach 
them to use crutches, that is another 
thing. 

(Slide) There used to be a lot of hon- 
or if you had a patient with polio and 
he didn’t need a brace. Here is a boy who 
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couldn’t walk without crutches, but with 
a brace he can walk around. 


(Slide) As I reach the final part of my 
comments, I would like to remind you 
that too often we see a patient through 
the acute stage and do not carry through 
in the way we might. It is well to state 
that any patient that has a significant de- 
gree of paralytic disease needs to be fol- 
lowed a little longer than you might 
think. This statement only becomes of 
great importance in growing children. 
Here is just the point. Here is a boy— 
this photograph was taken about two 
years after his disease—who has, you 
might say, a little right curve. wee, let’s 
look at his x-ray. 


(Slide) It is certainly very little. It 
just turns out. Due to certain reasons 
that we had, we took photographs of this 
boy at two-year intervals. He was 11 
then. He was reaching the period of rap- 
id growth of his spine, the maturity of 
his spine. At any rate, here he is six 
years later. (Slide) You see how terrific- 
ally deformed he is. This isn’t an isolated 
example. Look at his spine through the 
x-ray (slide). It’s a very disconcerting 
thing. 

So if they have paralytic disease there 
still may be deforming tendency or mus- 
cle imbalance from contraction if you 
haven’t completely corrected it, and they 
may rise up to bother you in the future. 


(Slide) I only want to say this one 
final thing, and that is that the worst 
deformities that I see are in patients who 
have had respiratory disease who have 
been put in the respirator without proper 
care of their musculo-skeletal system. I 
would only like to counsel you — we 
haven’t time to discuss the respiratory 
system, although we are interested in that 
phase—that from the beginning, through 
portholes, start ranges of motion as soon 
as possible, and early weaning from the 
respirator is important, even if it is only 
for a few minutes. But when they are 
out, even for a brief moment, do early 
passive motions. 


(Slide) As of recently, the chest res- 
pirator has helped a great deal, first put- 
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ting it on in the tank to give them con- 
fidence. 

(Slide) This is the rocking bed. The 
next weaning stage is from the chest res- 
pirator to the rocking bed, which allows 
them to have exercise and also is of help 
metabolically. 

I only mention this, really, to come 
back to one point, that the musculo- skel- 
etal system is important in the respira- 
tory form. Too, it is the chief problem 
in poliomyelitis except for the very early 
stages in which the possibility of bulbar 
and respiratory complications make it an 
acute problem in certain instances. 


300 Longwood Avenue. 


DISCUSSION 


Dr. T. B. STRANGE (Wilmington): I 
enjoyed Dr. Green’s paper very much, 
and find it very easy to discuss because 
I agreed with everything he had to say. 

Several points were of particular in- 
terest to me. First of all was the fact 
that recovery of muscle continues up to 
sixteen months. I think this is a thing 
we should all remember, and it is some- 
thing that we can keep to reassure par- 
ents. 

Another point of interest to me was 
that the hot packs cause increase in the 
muscle temperature for up to two hours. 
I found that very interesting. I have 
often wondered how long such heat did 
last. 

Another point, the early active motion 
of paralyzed muscle, as well as passive 
motion, I found of interest because some 
of us are fearful of moving the extrem- 
ities. 

Another point was the fact that braces 
and casts are used, as he pointed out. 
They have sort of fallen into disrepute. 

The last point was the long-term su- 
pervision of these cases, which is so im- 
portant. 

I would like to point out on my own 
how important the prevention of deform- 
ities is, in that they are the responsibility 
of the treating physician. Almost all de- 
formities are preventable, and those that 
do develop can be kept in reasonable lim- 
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its. Of course, no doctor should accept a 
case of polio unless he has an under- 
standing and working knowledge of the 
pathogenesis of musculo-skeletal deform- 
ities, and a knowledge of the relative im- 
portance of various deformities in their 
relationship to each other. He should be 
able to recognize the normal and abnor- 
mal positions and movement patterns, 
and should be familiar with the available 
tools to care for the factors that result 
in the deformity. 


It is obvious to me and orthopedists, 
the latter being the physician who is 
called in to treat the deformities after 
they do develop, that he should have been 
called in early before they have a chance. 
It may be said that when a deformity is 
easily recognizable, it is then too late to 
do much about it. 


I would like to point out to the general 
practitioners that all of us who treat 
polio here in this state, as well as New 
Castle County, have available to us teams 
consisting of a pediatrician and ortho- 
pedist, who will go to any home with a 
general practitioner, or whoever is treat- 
ing a polio patient, and help them to in- 
stitute the treatment. 

Dr. A. R. SHANDS (Wilmington): We 
have heard a very masterful presentation 
of the early care of polio. There is cer- 
tainly no part of what Dr. Green has 
given us that I can disagree with. I hope 
that those of you who are treating these 
cases will remember a few of the impor- 
tant points of his talk. 

I would say that the way we have been 
treating patients here in Wilmington is 
pretty much as Dr. Green has outlined to 
us. The early passive motion, hot packs, 
is something which we have in this com- 
munity taken up certainly in the last 
twelve or fourteen years since I have 
been here, stimulated a good deal by some 
of the teachings of Sister Kenny. 

Twenty years ago or more, | don’t 
think we were perhaps doing as much of 
that in Baltimore, or in Wilmington, or 
North Carolina or in Washington. In cer- 
tain parts of the country, such as in Bos- 
ton, | believe that they were. 
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I think Dr. Green’s point of these cases 
being under the care of the medical man, 
the pediatrician, somewhat interested in 
the musculo-skeletal system, is well taken. 
The orthopedist is interested in the mus- 
culo-skeletal diseases, but there are a 
great many others. In recent times, sci- 
entists have become intensely interested 
in musculo-skeletal disease. But the point 
is that there should be somebody who has 
a very deep interest in that particular 
part of the disease, in addition to the 
pediatrician or the general practitioner, 
or the internist. 


Dr. Green’s reference to the respirator 
case brings to mind an experience I had 
with Dr. Green in Boston a little over a 
month ago. I went to the Wellesley Con- 
valescent Hospital, polio unit, where they 
have twelve or more of these very se- 
verely crippled respirator cases. The unit 
is supported largely by the National 
Foundation for Infantile Paralysis. In 
making rounds and seeing those cases 
you cannot help but think, and think 
hard, as to what is going to happen to 
these poor souls who are as severely par- 
alyzed as they are, and, who, in many in- 
stances certainly, cannot psychologically 
exist outside the respirator. They form 
the most serious problem which we are 
trying to meet in this care of polio to- 
day. 

Dr. Strange said something about the 
prevention of deformity. We so often see 
polio cases who come from general prac- 
titioners in rural districts in particular. 
I used to see a great many in North 
Carolina, where you didn’t hear about 
neurosurgeons or those interested in mus- 
culo-skeletal disease. So often, deformity 
is the biggest problem we orthopedists 
have to contend with. 

DR. GREEN: I| wish to thank Dr. 
Strange and Dr. Shands for their kind 
words. One thing Dr. Strange brought up 
was the question of early active exercise, 
with the insinuation that perhaps he 
didn’t do them quite as early, yet enter- 
ing into them with apparently the same 
philosophy. 

I would like to add to that that the 
thing I particularly deplore is early in- 
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discriminate motion, having the patient 
do as much as he can in the beginning, 
because then he develops a pattern of 
muscular substitution, he wobbles around 
as much as he can, and he tends to keep 
the pattern. He uses the muscles which 
come easy in their use, rather than the 
pattern that he should. So that a good 
many patients who are limping around 
could be much better off. They started off 
early, weren’t guided, and developed a 
bad gait. 

Some of us might give a patient a good 
deal of better advice than we do, because 
a great deal of gait training is just 
watching and guiding properly. But early 
active motion that is too high in produc- 
ing fatigue is undesirable. 


THE INCIDENCE OF COMMON BILE DUCT DIS- 
EASE FOLLOWING SURGICAL EXPLORATION* 


DANIEL J. PRESTON, M.D.,** 
and 
JOHN W. ALDEN, JR., M.D., 
Wilmington, Del. 


The purpose of this report is to call 
attention to the incidence of uncorrected 
abnormalties in the common bile duct 
which remain after surgical exploration 
of the duct. Postoperative cholangiograms 
show a relatively high incidence of poor 
results following accepted surgical meth- 
ods now in general use for exploring the 
bile ducts. It is not our purpose here to 
discuss the cause or prevention of such 
complications. 


The recurrence or persistence of symp- 
toms following cholecystectomy is a fre- 
quent problem which confronts the sur- 
geon, puzzles the family doctor, concerns 
the internist and gastroenterologist, and 
incapacitates the patient. Perhaps more 
disturbing is the persistence or recur- 
rence of symptoms following exploration 
of the common bile duct. In both of these 
circumstances one suspects that the op- 
eration has been incomplete or the diag- 
nosis in error. Postoperative cholangio- 
grams frequently give helpful informa- 
tion and may point an accusing finger 
— Society of Delaware, Wilming- 


**Respectively, Attending Chief, Surgical Service, and As- 
sociate Radiologist, Delaware Hospital. 
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at previously unrecognized or overlooked 
pathology in the duct. 


Autopsy statistics show that calculi are 
overlooked at exploration of the common 
bile duct in one-third of the cases.‘ The 
study of living patients reported here re- 
vealed a lower incidence of duct stones 
after exploration, but is no less signifi- 
cant. 

Postoperative cholangiograms in 74 
consecutive patients of 8 qualified gen- 
eral surgeons were reviewed to determine 
the incidence and types of residual bile 
duct pathology. The films were obtained 
after injecting a non-irritating radio- 
opaque solution via T-tube into the com- 
mon bile duct on the 6th to 10th postop- 
erative day. Findings of these x-ray ex- 
aminations are summarized in a graph 
(Fig.1). Normal findings were demon- 
strated in 56.7 per cent. Stones remain- 
ing in the duct after surgical exploration 
were demonstrated in 24.3 per cent. The 
remainder, 19 per cent, showed partial 
or complete obstruction due to stricture, 
stenosis, sphincter spasm, or tumor. In 
all of the patients who had abnormal 
findings (43.3 per cent) the lesion was 
located in the terminal 1/3 of the duct. 
This is the retro-duodenal or trans-pan- 
creatic portion of the common duct which 
is least accessible by the usual surgical 
methods.’ 

It is believed that the true incidence of 
obstructive disease following common 
duct exploration is not so high as the 
findings in this review would seem to in- 
dicate. We have no ready method for 
knowing the number of patients with T- 
tubes who made complete and uncompli- 


Fig. 1. Review of 74 consecutive postoperative cho- 
langiograms show: A—Stones remaining in the common 
bile duct; B—Total showing abnormal findings in the 
common duct; C—Normal. 
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cated recovery without having a postop- 
erative cholangiogram. When the T-tube 
can be clamped off for 48 to 72 hours 
without bile leaking from the wound, 
without pain or colic, without jaundice, 
and with evidence of bile in the stool, 
one is justified in assuming a patent 
biliary tract exists and the T-tube can 
be safely removed. In patients who showed 
such clinical evidence the surgeon may 
not have requested a cholangiogram, re- 
serving this special study for patients 
who showed clinical signs of duct path- 
ology. The fact remains that a high in- 
cidence of disease was revealed in the 
group who had postoperative cholangio- 
grams. 


In all the cases included in this study, 
postoperative cholangiography was car- 
ried out. In one case an operative chol- 
angiogram was done, followed in a week 
by a postoperative cholangiogram. 

The following routine technic is em- 
ployed for postoperative cholangiography : 
The patient is placed in the supine posi- 
tion on a radiographic table equipped 
with a Potter-Bucky diaphragm and 
fluoroscope. A syringe containing 20 cc. 
of iodized oil is connected to the external 
limb of the T-tube and under fluoroscopic 
control a few cubic centimeters of the 
contrast material is injected. Spot radio- 
graphs are made as indicated. The pa- 
tient is then centered over the Potter- 
Bucky apparatus and radiographic expo- 
sures are made in anterior-posterior and 
right posterior oblique projections during 
the injection of additional contrast ma- 
terial. All films are developed and exam- 
ined, and if satisfactory films have been 
obtained the examination is concluded. If 
not, the process is repeated. Amyl nitrite 
may be given to differentiate spasm from 
stenosis or stricture. 

During fluoroscopy the contrast sub- 
stance spreads out along the common 
duct from both internal limbs of the T- 
tube. The diameter of the common duct 
is noted. It varies from 0.2 cm. to 0.8 
cm. normally but may be considerably 
larger if an obstruction is present.’ The 
distal end tapers in the region of the 
junction with the duodenum. If no ob- 
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struction is present the iodized oil passes 
promptly into the duodenum. In case of 
complete obstruction no contrast media 
passes into the duodenum, and with an 
incomplete obstruction a :imited amount 
passes the sphincter of Oddi. The degree 
of filling of the hepatic ducts is often a 
guide to the presence or absence of ob- 
struction. On the normal, the right and 
left hepatic ducts are usually visualized 
but the smaller hepatic ducts are not well 
outlined. (Fig. 2). In obstructed cases 
the entire duct system is often opacified. 
(Fig. 3). We consider pain during injec- 
tion, or its absence, of considerable im- 
portance. The patient experiences no pain 
in unobstructed cases, but with obstruc- 
tion there is pain often directly propor- 
tional to degree of obstruction. Excessive 
pressure during injection should be avoid- 
ed. If a calculus is large enough it may 
be identified fluoroscopically but in the 
case of a small stone or a large patient 
it is generally visualized only on the 
films. A solitary stone causes a concave 
defect in the distal portion of the duct if 


Fig. 2. Normal cholangiogram. 
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ACHROMYCIN has proved effective against: 
Pharyngitis 

Acute Bronchitis 

Tonsillitis 

Pertussis 

Otitis Media 

Scarlet Fever 

Osteomyelitis 

Epidermal Abscesses 

Acute Brucellosis 

Pancreatic Fibrosis 

Typhus Fever 

Sinusitis 

Gonorrhea 

Bacillary Dysentery 

Pneumonia with or without Bacteremia 
Bronchopulimonary Infection 

Acute Pyelonephritis 

Chronic Pyelonephritis 

Mixed Bacterial Infections 

Soft Tissue Infections 

Staphylococcal Septicemia 
Pneumonoccal Septicemia 

Urogenital Tract Infections 

Acute Extraintestinal Amebic Infections 
intestinal Amebic Infections 

Subacute Bacterial Endocarditis 


HYDROCHLORIDE 
Tetracycline HCI Lederle 


A TRULY BROAD-SPECTRUM ANTIBIOTIC 


Clinical research has proved ACHROMYCIN to be effective against more than a score of 
different infections, including those caused by Gram-positive and Gram-negative 
bacteria, rickettsia, certain viruses and protozoa. 


In addition to its true broad-spectrum activity, ACHROMYCIN provides more rapid 
diffusion than certain other antibiotics, prompt control of infection, and the distinct 
advantage of being well tolerated by most persons, young and old alike. 


ACHROMYCIN, in its many forms, was accepted by the medical profession in an amazingly 
short time. Each day more and more prescriptions for ACHROMYCIN are being written 
when a broad-spectrum antibiotic is indicated. 


LEDERLE LABORATORIES DIVISION asserscaw id company Pearl River, New York 
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the stone is radiolucent, as the majority 
are. Multiple radiolucent calculi cause 
: mottling of the duct. Stenosis and spasm 
produce similar narrow areas in the 
E shadow of the duct and it is in differenti- 
ating between these two conditions that 
antispasmodics are of value. (Fig. 4). If 
3 the constriction disappears under the in- 
a fluence of relaxing drugs, we assume that 
: the changes were due to spasm. Tumors 
of the head of the pancreas and the pa- 
: pilla of Vater produce irregular defects 
os which are usually convex. (Fig. 5). 
4 There is no reliable visual method for 
determining common bile duct pathology 
— without a T-tube in the duct. Except 
| through manometric studies via a T-tube 
ie there is no certain method for making a 
Z diagnosis of dyssynergia of the sphincter 
z of Oddi.* The use of an indwelling T- 
: tube drain in the common duct after ac- 
cepted procedures for duct exploration 
é seems to be a desirable precaution chiefly. 
: because of the possible presence of duct 
: pathology which may have been over- Fig. 4. Postoperative cholangiogram showing uncorrected f 
i looked at operation. stenosis or stricture at distal end of common duct. i 


Fig. 5. Tumor of the pancreas invading the distal por- 
; Fig. 3. Cholangiogram showing stone in distal portion tion of the common bile duct suspected from surgical 
7 of common bile duct after surgical exploration. exploration and proven by autopsy. . 
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Mechanical obstruction of the duct may 
be confused clinically with functional ab- 
normalities involving the sphincter of 
Oddi. The absence of jaundice does not 
mean there is an absence of duct pathol- 
ogy. Biliary dyskinesia is not associated 
with jaundice, and about 45 per cent of 
patients with stone in the duct do not 
have jaundice. Virus hepatitis is the 
most common cause of jaundice and not 
pathology of the bile ducts.‘ 

The incidence of postcholecystectomy 
syndrome and biliary dyskinesia parallels 
the incidence of bile duct pathology dem- 
onstrated by postoperative cholangio- 
gram. Of patients who have had gall 
bladder or bile duct operations probably 
20 per cent to 62 per cent have residual 
bile duct pathology as evidenced by symp- 
toms.°*:* 

Fibrotic stenosis of the terminal com- 
mon duct or stricture at the sphincter of 
Oddi appears as an abrupt narrowing on 
the cholangiogram, though this may not 
be easily distinguished from stone. A 
similar appearance can result from a lo- 
calized inflammatory lesion in the head 
of the pancreas, and less often from tu- 
mor. (Fig. 2, Fig. 3, Fig. 4) Cholecyst- 
ography before operation is not a reliable 
method for making a diagnosis of stric- 
ture or stenosis at the sphincter of Oddi.’ 
In patients who have a clear-cut history 
of biliary colic, cholecystogram which 
shows delayed emptying of an otherwise 
normal gall bladder after the fatty meal 
is suggestive of obstructive disease at the 
sphincter of Oddi.* Cholecystectomy 
without sphincterotomy or transduodenal 
ampullostomy does not relieve the symp- 
toms in this group of patients. The evi- 
dence of distal duct obstruction is more 
convincing when the hepatic and pancre- 
atic ducts are visualized on routine cho- 
lecystogram, though there is rarely suffi- 
cient sustained back pressure to show 
them by this method. 

A careful history and physical examin- 
ation is a valuable aid in the proper in- 
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terpretation of bile duct x-ray studies. 
The use of morphine is known to cause 
spasm of the sphincter of Oddi and 
should not be given within 12 hours pre- 
ceding cholangiography. The use of a 
sublingual tablet of nitroglycerin during 
cholangiographic examination may aid in 
demonstrating patency of a _ spastic 
sphincter and thereby differentiate sten- 
osis or fibrotic stricture of the duct. 

Cholangiography at the time of opera- 
tion requires special Bucky diaphragm 
equipment for the operating table, which 
most hospitals do not have. We have not 
used this method as a guide for exploring 
the common duct, with the previously 
mentioned exception of one case, but be- 
lieve it has some limited merit. Errors 
of interpretation of wet films made in the 
operating room may be more frequent, 
due to spasm or atony of the sphincter of 
Oddi resulting from manipulation of the 
duct, anesthesia, narcotic, or other medi- 
cation employed in conjunction with the 
operation. 

SUMMARY 


A review of 74 consecutive cholangio- 
grams revealed pathology remaining in 
the common bile duct in 43.3 per cent. 
Stone remaining in the duct after explor- 
ation was demonstrated in 24.3 per cent. 
Partial or complete obstruction of the 
duct due to spasm, stricture, stenosis, or 
tumor was found in 19 per cent. 


The incidence of persistent or recur- 
rent symptoms following cholecystectomy 
and exploration of the common bile duct 
parallels the incidence of postoperative 
bile duct pathology demonstrated by chol- 
angiogram. The injection of a radio- 
opaque non-irritating solution via T-tube 
into the common duct is believed to be a 
reliable method for demonstrating, by x- 
ray films, residual bile duct pathology 
after operation. The technic used in 


these cases has been described. Findings 
obtained in this manner suggest that 
standard methods of surgical exploration 
of the common duct now in general use 
are incomplete or unsatisfactory. 


600 Delaware Avenue. 
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DISCUSSION 


Dr. JAMES G. SPACKMAN, Wilmington: 
I think your cholangiograms were excel- 
lent. I entirely agree with Dr. Preston 
about postoperative cholecystectomy, that 
they are frequently a disturbing factor. 
I also believe that all of the methods that 
we have at present leave much to be de- 
sired. My impression is that the most 
frequent cause of postoperative cholecyst- 
ectomy complaints is an overlooked stone 
or stones in the common duct. Second, a 
stricture of the common duct perhaps due 
to rough instrumentation of the duct. 
Third, an intermittent or prolonged 
spasm of the sphincter of Oddi. 


Exploration of the common duct re- 
quires a gentle hand, good anesthesia, a 
dry field, a good light, competent assis- 
tance, and proper instruments. Good 
control of the duct by traction sutures or 
non-traumatizing forceps is also impor- 
tant. All cases having common duct ex- 
ploration have a T-tube sutured in place, 
and routinely have a cholangiogram be- 
fore the tube is removed. In cases where 
the history would lead one to suspect 
common duct disease, a planned immed- 
iate cholangiogram is done. 

Some of our false positives may have 
been due to instrumentation and spasm 
of the sphincter, and inability of the dye 
to enter the duodenum. Our experience 
with the Kirby-Thurston electro-acoustic 
locator has been unsatisfactory due to 
the inability to tune out loud static. 


Jaundice is the most constant finding 
in cases of obstruction due to common 
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duct calculi. The jaundice may be slight 
and transitory and may show when a ur- 
inary specimen is shaken, weeks before 
it is clinically evident. It may be present 
in one specimen and absent in the next. 
The figures of jaundice due to common 
duct stone are variable: 73 per cent by 
Judd and Marshall; 87 per cent by Jor- 
dan and Weir. 


Except for the removal of stones im- 
pacted in the ampulla which could not be 
displaced upward into the supraduodenal 
portion of the duct, I have had no exper- 
ience with sphincterotomy. 

A review of 56 cases at the Memorial 
Hospital in the past five and a half years 
having 68 cholangiograms showed 20 per 
cent were immediate and 80 per cent de- 
layed. In a number of cases of immedi- 
ate cholangiogram the dye did not enter 
the duodenum, while a later film showed 
prompt entry of the dye into the duode- 
num and no common duct defect. 

In the group of 56 patients having im- 
mediate and delayed cholangiograms or 
both, stones were found in five cases and 
spasms in five. 

Because of the prominent place in Dr. 
Preston’s paper of cholangiography, | 
have a slide which may be of interest. 
(Slide) This was done when we first 
started to do cholangiograms, in Febru- 
ary, 1937. This case was mistaken for a 
marked pancreatitis of the head. It was 
8 cm in diameter, hard and firm. Later 
operation showed it to be carcinoma of 
the pancreatic head with liver metastasis. 
A by-passing cholecyst-gastrostomy was 
done. The patient later died of peritoneal 
carcinomatosis with ascites. 

Dr. L. M. DOBSON, Milford: 

The facts that Drs. Preston and Alden 
have brought to our attention certainly 
are eye-openers. They justify the conclu- 
sion, I believe, that the present accepted 
methods commonly employed in explora- 
tion of the common duct are unsatisfac- 
tory. 

Reviewing this subject, we must not 
conclude that this is a problem that faces 
only Delaware doctors. Other medical 
centers have had similar results. I do 
not know in what percentage of cases 
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that have a cholecystectomy there is also 
exploration of the duct. I understand 
that surgeons are generally agreed as to 
the indications for exploration of the 
duct, but I also understand that there is 
quite a wide variation in the percentage 
of cases that are explored in different 
medical centers. Some have said that the 
more ducts are explored, the more stones 
are found. 


It seems to me that some method of 
examination is needed at the time of op- 
eration to help the surgeon decide what 
case should be explored, and why. I have 
had no experience whatever with opera- 
tive cholangiography, but it seems to me 
that with cooperation between the anes- 
thesiologist, surgeon, and radiologist, a 
technique could be perfected. 

I am wondering, first, just how accur- 
ate the study is, and whether any cases 
in which the cholangiograms postopera- 
tively were reported negative and serious 
disease found later. 

Second, I would like to know from the 
surgeons if operative cholangiography 
could be developed to a diagnostic accur- 
acy as the present postoperative cholangi- 
ography, would they be willing to accept 
the findings of cholangiography for ex- 
ploration. Perhaps this might cut down 
the number of explorations of the duct 
and let the surgeon explore only when 
there is good reason. 

DR. PRESTON: Dr. Spackman has at- 
tempted to use this electrical device 
which he has not found successful be- 
cause of the excessive static in it. You 
get a clicking noise when your electrode 
touches a stone, but when there is so 
much static in the machine that it is 
sometimes difficult to hear it, I think his 
feeling is that it is not entirely satisfac- 
tory. I have not used that, although I 
understand in Philadelphia they use it 
with success. 

Dr. Dobson inquired about the percen- 
tage of patients who come to operation 
for gall bladder disease and who are ex- 
plored for stones in the duct. It is our 
practice to explore only when there are 
definite indications at the time of opera- 
tion that there is some disease in the 
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duct. This is evidenced by several things. 
Usually, the duct is dilated when there is 
partial or complete obstruction. Also, if 
the duct is thickened and grayish white 
in color, this is an abnormal duct and 
often harbors disease, either infection, 
obstruction, or both. Then, by external 
examination, palpation, and by visual 
methods, if we find disease we feel we 
are then justified in opening this duct to 
see if there is obstructive pathology. This 
occurs in about one in four cases of pa- 
tients that come to operation for biliary 
tract disease. 


I was speaking to Dr. Peasley in the 
Mayo Clinic in July and I asked him in 
what percentage of his gall bladder pa- 
tients did he explore the common bile 
duct. He told me that roughly 25 per 
cent were explored. I asked in what per- 
centage did he find obstructive disease. 
He said he found stones in approximately 
one-half of those he explored, bringing it 
approximately to 121% per cent. 

This, I think, is generally true in large 
clinics in our country. In our experience 
we have found it to be true. 

Dr. Dobson also raised a question of 
preoperative x-ray study to demonstrate 
obstructions in common bile duct. I un- 
derstand that this is a technical difficulty 
which has many aspects. The difficulties 
are those of interpretation, largely, and 
also in obtaining satisfactory films. I am 
told that there are new radiopaque subs- 
tances which are being experimented 
with at present which will demonstrate 
adequately the extra-hepatic biliary sys- 
tem before the gall bladder has been re- 
moved. I believe that the dye, when 
given in a case of a gall bladder that is 
functioning, when the gall bladder be- 
gins to contract the films are made, and 
often the radiologist can demonstrate the 
outline of the hepatic system. 

In the cases in which this is successful, 
I believe it has some reliability. I think 
if you can demonstrate a duct which is 
normal in size, and you can see no ob- 
vious convex shadow in tke distal portion 
of the duct, you may assume then that 
this probably is a normal duct. But I am 
not convinced that that is the whole an- 
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swer, and I am not sure that we can re- 
ly yet on cholangiography of this type 
for deciding whether or not the patient 
should have an operation. I believe that 
the patient’s symptoms are an important 
guide. If, for example, your patient has 
symptoms of acute and severe colic which 
recurs at intervals of less than two 
weeks, it requires morphine or other nar- 
cotics for relief, it is not adequately con- 
trolled or relieved by diet or medical 
measures, then certainly with radio- 
graphic evidence to support this evidence 
of biliary tract disease, I think the pa- 
tient should be explored. But to rely en- 
tirely upon radiographs to decide whether 
or not the patient should be operated 
upon, I do not have sufficient confidence 
in the films to make that decision. 


INTRAMUSCULAR TRYPSIN IN 
ACUTE POLIOMYELITIS* 
GEORGE J. BOINES, M.D.,** 
Wilmington, Del. 

Anti-inflamatory effects, ranging from 
good to spectacular, have been reported 
for trypsin.’?**° It was also observed 
that edema is favorably influenced and 
pain quickly controlled. Suggestions have 
been offered? that these phenomena might 
be due to: (1) fortuitous circumstances; 
(2) increased lymphatic drainage in area 
due to mobilization of coagulated lymph; 
(3) increased capillary blood flow due to 
mobilization of clumps of blood cells; (4) 
increased phagocytosis; or (5) the acti- 
vation of other enzyme systems. 

In addition to the anti-inflammatory, 
anti-edema capacities of trypsin, it was 
observed that blood sludging character- 
istics were reduced by trypsin.’ This was 
in contrast to heparin, which does not 
change clumping characteristics, but does 
effect the lodging of these clumps. 

The mucolytic effect of crystalline tryp- 
sin has been used in poliomyelitis pa- 
tients with tracheotomy.’ The investi- 
gators were frequently gratified to find 
stringy, tenacious exudate assume a semi- 
liquid character following trypsin instil- 
lation. 


*Read before The Delaware Academy of General Practice, 
Wilmington, December 11, 1954. 

**Attending chief of Communicable Diseases and Poliomye- 
litis at the Wilmington General and St. Francis Hospitals: 
Lecturer, Department of Biological Sciences, University of 
Delaware. 
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With regard to the morbid anatomy of 
poliomyelitis, the lesion in the first stages 
is characterized by engorgement and 
thrombosis of small vessels, with peri- 
vascular exudation, minute blood extrav- 
asations, and small cell infiltration of the 
surrounding tissues. In the second stage 
there is necrosis of the tissue from which 
blood has been cut off, and in the third 
stage, absorption of the necrosed prod- 
ucts, with contractions and cicatrization. 
Two views have been held to explain the 
pathology of these appearances: the con- 
dition may be due to a specific infection 
producing an acute inflammation, or it is 
a vascular thrombosis due to some altered 
blood condition, not dependent on one 
specific infection, but due to various 
causes.* 


The presence of edema in the central 
nervous system affected by poliomyelitis 
has been adequately described,’ and that 
edema of the central nervous system 
plays a dominant role in producing paral- 
ysis has been suggested.'® The degree of 
destruction of specific neurones in polio- 
myelitis may be due to direct viral action 
and to edema as the sequelae of primar- 
ily disturbed blood fiow."! 

Changes in the circulatory patterns of 
the spinal cord suggest that “many of the 
factors which enhance the severity of pol- 
iomyelitis, or localize the paralysis, may 
operate through local vascular changes in 
the brain and spinal cord’’.'? 

The clinical picture of poliomyelitis 
may combine the features of an exceed- 
ingly complex and varied disease of nerve 
cells, and those of a variable inflamma- 
tory process in the central nervous sys- 
tem.’*® It is suggested “that a more sub- 
tle way in which inflammatory reactions 
might conceivably affect the clinically lo- 
calizable function is by temporarily inter- 
fering with synaptic transmission by 
nerve cells which are destined to recover 
from sub-lethal virus effect.”"* A fre- 
quent observation is that for several days 
the lesions of the anterior horns are ac- 
companied with lesions of the parametri- 
al ways, which explains the extensive 
paralysis at the beginning. When con- 
gestion of the parametrial ways is re- 
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lieved, a part of the paralysis disappears. 

Inflammation may be defined as a com- 
plex vascular, lymphatic and local tissue 
reaction elicited in higher animals by the 
presence of microorganisms, or non-vi- 
able irritants.'® 

In vivo, microscopic reactions of the 
circulatory blood and blood vessels in the 
bulbar conjunctivae in human poliomye- 
litis revealed: (1) the majority of the 
circulatory red blood cells were stuck in- 
to two kinds of aggregates, one of which 
was sufficiently large and rigid to pro- 
duce intermittent temporary and occa- 
sionally permanent embolization of arter- 
ioles; (2) many capillary beds were shut, 
which was suggestive of a disease in the 
blood volume; and (3) the severity of the 
intravascular abnormality was roughly 
proportional to the extent of the sympto- 
matic involvement of the central nervous 
system.'’ There is reason to believe that 
“in poliomyelitis patients, multiple temp- 
orary embolization of the terminal arter- 
ioles is a standard part of the patho- 
physiology of the disease.’’'® 

It has been established that inadequate 
ventilation is a major problem in the 
acute stages of poliomyelitis, and re- 
course to tracheotomy is necessary to fa- 
cilitate access to the tracheobronchial 
tree for aspiration, lavage, and oxygen 
therapy. In these tracheotomy cases 
there is a tendency to the formation of a 
tenacious, viscid mucoid exudate which 
interferes with! adequate ventilation. 

A treatment which would modify this 
exudate to a more liquid form to permit 
adequate aspiration resulting in improved 
ventilation is desirable. Our question 
was: Would Parenzyme have the capa- 
city to bring about the desired result? 

The histopathological changes reported 
occurring in poliomyelitis established a 
rationale for our clinical use of trypsin 
in its medica] management. 

MATERIALS AND PROCEDURE 

Our present report deals with 51 pa- 
tients with definitely established clinical 
diagnosis of acute poliomyelitis, ranging 
in age from 2 years to 32 years with an 
average of 16.2 years. Of these patients 
35 were males and 16 females. Twelve 
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of the males and 6 of the females were 
bulbar spinal poliomyelitis cases. 

We also include one case, male, 28 
years of age, in whom tracheotomy was 
performed before Parenzyme became 
available. There was difficulty in keeping 
these patients in “adequate ventilation” 
because of difficulty in aspirating the 
thick, stringy viscid exudate. 

Crystalline trypsin in sesame oil (Par- 
enzyme*), each cc. of the preparation 
containing 5 mgm. of trypsin for intra- 
muscular use, was made available for our 
use. A dosage schedule of 0.5 cc., or 2.5 
mgm. of trypsin, every 8 hours for 5 
successive days, given deep in the but- 
tocks, and then two doses daily for an 
additional 7 to 10 days, was empirically 
decided upon, and has been followed in 
all cases. 

We continued with hyperproteiniza- 
tion’? and curarization®® because we ob- 
served no muscle relaxation as far as 
stiffness is concerned with the use of 
Parenzyme. 

RESULTS 

Without exception, the well-being of 
the patients improved following the sec- 
ond or third injection of Parenzyme. The 
acute toxic manifestations of the viral 
infection were rapidly modified. The pro- 
gression of the paralytic processes was 
apparently arrested after 48 hours of 
Parenzyme therapy. 

A most significant observation was the 
return of muscle strength in these pa- 
tients. This return of muscle strength is 
out of proportion of previously treated 
700 acute cases observed in our clinic 
since 1940. 

There was no muscle relaxation as far 
as stiffness is concerned; however, it was 
observed that the response to curare was 
accelerated in the Parenzyme-treated pa- 
tients. These patients were able to take 
active exercise earlier and with greater 
resistance, thus permitting quicker reha- 
bilitation. 

Another significant observation was 
the capacity of Parenzyme to alter the 
physical characteristics of tracheobron- 
chial exudate in the tracheotomy cases 
from a thick, viscid, tenacious exudate to 


*Parenzyme: National Drug Company, Philadelphia. 
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a “fluid state” permitting easier aspira- 

tion at less frequent intervals resulting 

in greatly improved ventilation. 
COMMENT 

We are well aware of such factors as 
the possibility of a light epidemic; that 
some patients might recover spontaneous- 
ly, and the severity of paralysis may 
vary from year to year; however, we 
cannot ignore the favorable influence 
Parenzyme had on the clinical course of 
poliomyelitis in these 51 patients. 

The purpose of this preliminary report 
is to try to stimulate other investigators 
to try Parenzyme as an adjunct in the 
clinical management of acute poliomye- 
litis. Our results have been most grati- 
fying and we are confident others will 
experience the same satisfaction of doing 
the patient the most good in the shortest 
possible time as we have found in our 
present small series of Parenzyme-treated 
poliomyelitis patients. 

413 N. Broom Street 
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Physiol. Rev., 18:366 (July) 1938. 

17. Bloch. E.H.: The In Vivo Microscopic Intravascular 
and Vascular Reactions in Acute Poliomyelitis, Am. J 
Med. Sci., 226:24 (July) 1953. 

18. Einarson, L.: Discussion: Virus and Host Factors De- 
termining the Varietv of Lesions (David Bodian). In- 
ternational Congress, 1952, p. 92. Phila- 
delphia: J Lippincott Company. 

19. Boines, Ga. ‘Nutrition in Poliomyelitis. J. Clin. Nutrit. 
1:355 (Julv-Auc.) 1953. 

20. Boines, G.J.: The Use of Curare in a Repository Med- 
ium in the Management of Acute Poliomvelit's, Amer. 
Pract. & Digest Treat., 3:879, (Nov.) 1952. 
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MISCELLANEOUS 
Problem Drinker 


The “problem drinker” in industry can 
be cured best by keeping him on the job 
while helping him to solve his problem, 
according to an industrial physician. 


Allowing the employee to keep work- 
ing while he tries to stop drinking is like 
the successful treatment of World War II 
casualties at the front instead of at rear 
bases. It gives the worker, like the sol- 
dier, “the feeling of courage and pride 
that one gets by staying in the fight and 
not retreating.” Dr. Thomas H. Hogshead, 
of the Medical Division of E. I. duPont 
de Nemours & Co., Wilmington, Del., re- 
ported on the company’s program in the 
(June) Archives of Industrial Hygiene 
and Occupational Medicine, published by 
the American Medical Association. 


“Our program is successful,” he said. 
“An estimated 65 per cent of the cases 
treated have been rehabilitated. The total 
cost of the program is estimated at less 
than $100,000. The total gains cannot be 
measured.” 


The worker’s “need for security, for 
recognition, for position, as well as his 
desire to belong and to be led, are all met 
on the job,” Dr. Hogshead said. “Such 
motivation is of paramount importance in 
the approach to the ea of alcoholism 
in industry.” 


The employee considered a _ problem 
drinker is advised he is being turned over 
to the medical division. At the end of 
three months the division recommends 
either that he is trying and should be 
retained, or that he shows no interest in 
rehabilitation and should be discharged. 


The company cooperates closely with 
Alcoholics Anonymous, and has a “com- 
panywide alert” to the problem and its 
treatment. “The fact that alcoholism or 
problem drinking is accepted as a disease 
by a company so scientific as duPont and 
treated as any other illness by our medical 
division has opened the way for the re- 
habilitation of hundreds of employees,” 
Dr. Hogshead said. 
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CLIP AND PASTE 

This issue contains a listing of those 
physicians who have been admitted to 
membership in the State Society since 
the publication of our last Roster, in 
July, 1954. By clipping this list from 
The Journal and pasting it in your copy 
of the Roster you will have an up-to-date 
Roster. You kept the Rosters, of course! 
They cost one buck, and are in rather 
limited supply. 

Likewise, this issue contains the new 
1955 Directory Page of State and County 
Societies. Cut out this page carefully 
and paste it on the back of your Roster. 

Finally, this issue contains a new 
monthly feature — Coming Meetings. 
This applies especially to events in Dela- 
ware, with an occasional mention of an 
important meeting near by. As soon as 
a medical or related event is definitely 
scheduled please send the item to the 
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+ Editorials * 


Chairman of the Medical Education Com- 
mittee, Dr. Robert W. Frelick, 1702 Bed- 
ford Road, Deerhurst, Wilmington 3, 
Delaware. Thank you. 


ORTHOEPY AND I 
It is surprising that the great majority 
of physicians, traditionally trained to ex- 
ercise unusual care in the practice of 
medicine, permit themselves to be care- 
less with medical words. Carelessness in 
speech is an old American custom. Num- 
erous writers such as Petroleum V. Nas- 
by and George Ade capitalized on this 
almost universal failing. Currently we 
are amused by the weird and whimsical 
pronunciations of our friend Pogo and 
his Neighbors in Okeefenochee swamp. 
It is possible that the common mis-pro- 
nunciation of medical words which are 
used with regularity is because interns 
and resident staff pronounce words as 
they hear them used by their senior staff 
members and perhaps even by their 
teachers while in medical school. If this 
be true we should assume an individual 
responsibility in exercising care in our 
technical speech. If this were done for 
one year all of us would profit by having 
become more proficient in the use of the 
spoken word. 
Just for fun look at the following list 
of 12 words, pronounce them immediate- 
ly, and check how you said them on the 
appropriately phonetically spelled ex- 
ample. Now turn to page 43 where the 
correct pronunciations are given. If you 
get eight correct you are very good; ten 
is excellent and if you get more than ten 
you may consider yourself to be first- 
class orthoépist. 
1. Salicylate—(a) sa LIS i late (b) sal 
i SIL ate (c) SAL i sil ate. 

2. Abdomen—(a) AB do men (b) ab 
DO men (c) ab DOM en. 

3. Hyperpnea—(a) hy perp NEE a 
(b) hy PERP ne a (c) HY perp ne 


a. 

4. Poliomyelitis—(a) Pahl e o my e li 
tis (b) POLE e o my e li tis (c) 
pole e o MY e LI tis. 


ty 
i 
$ 
iy 
hee 
| : 
‘ 
1 
j 
Bae 
: 
= 
x 
: 
ike 
| 
: 
BE 
{ 
if 
a 
| 
| 
A 
d 
‘ 
if : 
> 
| 
: 
a0 
3 
{ 
{ 
; 
5 : 
( 
. 
f 
= 


42 DELAWARE STATE MEDICAL JOURNAL 


5. Trichomonas—(a) tri KOM o nas 
(b) tri ko MO nas (c) TRIK o mo 
nas. 


6. Vertebral—(a) ver TEE bral (b) 
VER te bral (c) ver TIB ral. 


7. Esophageal—(a) e SOF a je al (b) 
e sof a JEE al (c) e so FAJ e al. 


8. Cavernous—(a) KAV er nus (b) 
ka VER nus (c) ka VER NUS. 


9. Caffein—(a) CAF fe in (b) caf 
FEEN (c) CAF een. 


10. Respiratory—(a) RES pi ra to ry 
(b) re SPI ra to ry (c) res pi ra 
TORY. 


11. Flaccid—(a) FLAS sid (b) FLAK 
sid (c) FLAY sid. 


12. Menarche—(a) men ARCH (b) 
men ARK (c) me NAR kah. 
If you don’t believe it, check the list in 
a good medical and a good standard dic- 
tionary, which reminds us—that is what 
we started to editorialize about in the 
first place. 


Jour. Okla. S.M.A., January, 1955 


COMING MEETINGS 
1955 


February 1—Staff Meeting, Milford Me- 
morial Hospital, Milford. 


February 2 — Special Meeting, colored 
sound movies; Surgical Technic. Mil- 
ford Memorial Hospital, Milford, 8:30 
p.m. 


February 3 — Staff Meeting, Nanticoke 
Hospital, Seaford, 1:30 p.m. 


February 5— American College of Phy- 


sicians, Regional Meeting, Delaware 
Academy of Medicine, Wilmington, 
9:30 a.m. - 4:00 p.m. 


February 8 — Delaware Hospital Staff 
Meeting, Wilmington, 8:30 p.m. 

February 8—Kent County Medical Soci- 
ety Meeting. 


February 9— Health Forum—“Old Age 
Can Be Fun”, Edward L. Bortz, Pro- 
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fessor of Medicine, U. of Pa. Graduate 
School. P. S. duPont High School, Wil- 
mington, 8 p.m. 


February 10—Visiting Internist — Dela- 
ware Hospital, Wilmington. Medical 
conference at 8:30 a.m., Lecture by Dr. 
George A. Perea, Associate Professor 
of Medicine at Columbia, 4:00 p.m. 


February 14—C.P.C., Milford Memorial 
Hospital, Dr. O. J. Pollak and staff, 
12:30 p.m. 


February 15—New Castle County Medi- 
cal Society Meeting, Dr. Bronson S. 
Ray, Professor of Clinical Surgery at 
Cornell Univ. — “The Diagnosis and 
Treatment of Intracranial Bleeding”’ 
3:00 to 5:00 p.m., Delaware Hospital, 
Clinical Session. 8:30 p.m., Meeting, 
Delaware Academy of Medicine. 


February 17—Sussex County Medical So- 
ciety Meeting. 


February 18—Staff Meeting, Beebe Hos- 
pital, Lewes. 


March 9 — Health Forum—Cancer—Dr. 
Cameron, American Cancer Society. 


March 10 — Visiting Internist, Delaware 
Hospital, Arthur Merrill, Associate in 
Internal Medicine, Harvard. 


March 15 — New Castle County Medical 
Society Meeting — “Surgical Lesions 
of the Pancreas, particularly Chronic 
Relapsing Pancreatitis”, Dr. Jonathan 
E. Rhoads, Associate Professor of Sur- 
gery at U. of Penna. 3:00 to 5:00 p.m., 
Memorial Hospital, Clinical Session. 
8:30 p.m. Meeting, Delaware Academy 
of Medicine. 


March 22 — St. Francis Hospital Staff 
Meeting, Wilmington. 


March 29 — Delaware Psychiatric So- 
ciety, Delaware Academy of Medicine. 
Judge John J. Biggs. 


March 29-April 1 — Annual Postgradu- 
ate Institute, Phila., Co. Med. Soc., 
Bellevue-Stratford Hotel, Phila. 


April 5 — Memorial Hospital Staff Meet- 
ing, Wilmington. 
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April 13 — Health Forum—“Overweight 
and Underweight” — Dr. Norman Ja- 
liffe, New York College of Medicine. 


April 16 — Symposium: Gastroenterol- 
ogy. Delaware Academy of General 
Practice. 


April 19 — New Castle County Medical 
Society Meeting—Dr. Hugh H. Hussey, 
Jr., Associate Professor of Clinical 
Medicine, Georgetown University. 3:00 
to 5:00—St. Francis Hospital, Clinical 
Session. 8:30 p.m., Delaware Academy 
of Medicine—‘‘Recognition of Pulmo- 
nary Embolism”’. 


April 25-29 — American College of Phy- 
sicians’ Annual Meeting, Philadelphia. 


April 26 — Wilmington General Hospital 
Staff Meeting, Wilmington. 


May 3 — 25th Anniversary Meeting, Del- 
aware Academy of Medicine. Dr. Det- 
lev W. Bronk, President, Rockefeller 
Institute of Medical Research. Dr. 
John A. Monroe, Professor of History, 
University of Delaware. 


June 6-10 — American Medical Associa- 
tion, Annual Meeting, Atlantic City. 


Curative Workshop Day at Wanamaker’s 


The fifth annual Curative Workshop 
Day at Y/anamaker’s, Wilmington, spon- 
sored by the Junior League of Wilming- 
ton, will be held Wednesday, March 30 
from 9:30 a.m. to 9:00 p.m. A percent- 
age of sales that day will go to the Work- 
shop to be added to the Building Fund 
Campaign. 

If you can’t come in, write or phone. 
Wanamaker’s will be well stocked with 
new spring merchandise at tremendous 
savings. You may start buying today! 
Advance purchases amounting to $15 or 
more in any department may be held for 
you until March 30, if you ask that cred- 
it be given to the Delaware Curative 
Workshop. Save your shopping for March 
30 and help the Junior League boost the 
Building Fund. 
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Laboratory Technicians’ Meetings 


During the past two and one-half years 
medical technologists residing in Kent 
and Sussex County met once a month 
with the pathologist to discuss various sci- 
entific problems of common interest to 
the group. In 1952-53 all sessions were 
devoted to the study of blood dyscrasias. 
In 1953-54 the topics of discussion cov- 
ered a variety of branches of clinical 
pathology. 


The program for the 1954-55 season 
will be enriched by projection of motion 
pictures. As in the past, all active and 
inactive technicians residing in the two 
counties are invited, as well as all house 
officers of hospitals and related institu- 
tions in the area. As in former years, 
the meetings, which are held the second 
Monday of each month at 8:00 p.m., will 
be followed by a social hour with re- 
freshments. The schedule follows: 
1u-11-54—Beebe Hospital, Lewes: Prac- 

tical parasitology and mycol- 
ogy. 

11- 8-54—Milford Memorial Hospital, 
Milford: Film — The Rh fac- 
tor and blood testing proce- 
dures. 

12-13-54—Kent General Hospital, Dover: 
Toxicology in the hospital lab- 
oratory. 

1-10-55—Beebe Hospital, Lewes: Molar 
and normal solutions. 

2-14-55—Milford Memorial Hospital, 
Milford: Film — Anemias. 

3-14-55—Kent General Hospital, Dover: 
Laboratory tests in infertility 
studies. 

4-11-55—Beebe Hospital, Lewes: Adren- 
al function tests. 

5- 9-55—Milford Memorial Hospital, 
Milford: Films — Blood bank- 
ing and Electrolytes. 

6-13-55—Kent General Hospital, Dover: 
Sputum examinations. 


Answers to Diction Quiz 
1-c; 2-b; 3-a; 4-a; 5-a; 6-b; 7-c; 8-a; 
9-a; 10-b; 11-b; 12-c. 
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Dr. Bird Resigns from 
Blue Cross-Blue Shield 

Dr. W. Edwin Bird, for the past eight 
years the Medical Consultant of Group 
Hospital Service, Incorporated, has re- 
signed from that post, effective January 
15, 1955. This was done in order to per- 
mit Dr. Bird to devote more time to his 
other interests as Editor of the Delaware 
State Medical Journal, Executive Secre- 
tary of the Medical Society of Delaware, 
and special editorial work for a New 
York firm. Said Dr. Bird: “I found I 
was getting overloaded, and something 
had to go. Naturally the job to go would 
have to be the one that confined me the 
most as to time, and that was the most ar- 
duous physically. I regret exceedingly that 
it had to be the Blue Cross, for I regard 
Blue Cross somewhat as my own baby.” 

As far back as 1930, when the Blue 
Cross was only five years old, with only 
five or six Plans in operation, Dr. Bird 
sensed the importance and the possibil- 
ities of this new movement and got the 
Medical Society of Delaware to set up a 
Medical Economics Committee to deal 
with such problems. He was made Chair- 
man of this Committee, and in 1935 se- 
cured the endorsement of the State So- 
ciety and of the New Castle County So- 
city of the proposed Plan in Delaware. 
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He was one of the founders of Blue 
Cross, which opened in 1935 and of the 
Blue Shield in 1943, serving as Secretary 
of the corporation and a member of the 
Board of Trustees till the end of 1952. 


The management and Claims Depart- 
ment of G.H.S. tendered Dr. Bird a fare- 
well luncheon on January 14th at the 
Hotel Rodney, on which occasion he was 
presented with a 20-year service button. 


On February list the vacancy created 
by Dr. Bird’s resignation was filled by 
the appointment to that post of Dr. Wal- 
ter W. Moore, of Wilmington. 


The value of the routine roentgeno- 
graphic examination of the chests of all 
patients admitted to general hospitals has 
been recognized for almost 30 years, and 
its advantages over other case-finding 
methods have been pointed out repeatedly. 
Yet, until quite recently the major em- 
phasis has been on the mass chest roent- 
genographic survey, such as those con- 
ducted in various cities throughout the 
country by the Public Health Service in 
conjunction with the local health organ- 
izations. George Jacobson, M.D., and Den- 
is C. Adler, M.D., Am. Rev. Tuberc., June, 
1954. 


NEW MEMBERS SINCE JULY 15, 1954 


The following physicians have become mem- 
bers of the Medical Society of Delaware since 
the printing of the Roster last summer. Cut 
these items out of The Journal and paste them 
in your copy of the Roster, under their appro- 
priate County. Also, in your Roster, rule out 


Address 
Reading, Pa. 
1210 Delaware Ave. 
1009 Delaware Ave. 
2201 Washington St. 
1007 Delaware Ave. 
1100 Madison St. 
1100 N. Jackson St. 
1302 Delaware Ave. 


Name 
Allen, Olin S., II 
Baganz, Herbert M. 
Blase, William C. 
Hall, Wm. T. 
Hillyard, Raymond W. 
McCarthy, James 
Mekanik, Edwin A. 
McKusick, Marjorie J. 
Sherman, Leo F. 
Sisson, William H. 
Smith, Glen T. 
Van Dervort, Robert S. 
Wuertz, Robert L. 


Hays, James F. 


1104 N. Adams St. 
Nemours Bldg. 


1117 N. Franklin St. 


Buoniconto, Pasquale A. 


Henning, Carl (Ret.) 
McFadden, Ear! B. 
Sills, David N., Jr. 


Rehoboth, Del. 
Selbyville, Del. 
Milford, Del. 


94 E. Main St., Newark, Del. 
Wilm. General Hosp. 


Latex Corp., Dover, Del. 
Dela. Colony, Stockley, Del. 


the following names of deceased or transferred 
members: Murray, Henry D.; Neubauer, Richard 
A.; Potter, Caryl A., Jr.; Vaughan, Edward M.; 
Allen, Ira A. B.; Fooks, Carleton C. With these 
alterations your Roster will be complete and 
accurate to January 19, 1955. 


Specialty Tel. School Licen. Joined 
Temple, 1953 1954 

I 5-3329 Penn, ’47 1951 1954 
I 4-9039 Hahn., 1948 1954 
I 8-2660 Temple, ’44 1954 1954 
NS* 4-8835 Penn., 1953 1954 
2-6144 MHahn., ’48 1949 1954 

S 5-7187  Hahn., 1953 1954 
Pd* 6-9729 Harvard, ’49 1953 1955 
M.C. Va., 1954 1954 

p* 4-54382 Vermont, 1954 1954 
In(I)* 4-5121 Chicago, "37 1954 1954 
An* 6-2551 Pitt., 1954 1954 
I 8-5437 Temple, ’48 1953 1954 
In(C)* 4761 Jeff., ’23 1954 1954 
Ph/P)* Naples, ’35 1954 1954 
O G. Wash., 05 1948 1955 
3616 Md., ’51 1953 1955 

s* 4053 Md., 1954 1955 
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BOOK REVIEW 


UrRo.LoGy. Volumes I, II, and III. Edited by 
Meredith Campbell, M.D., Emeritus Profes- 
sor of Urology, New York University. With 
the collaboration of fifty-one contributing 
authorities. Pp. 2,356, with 1,148 illustra- 
tions. Price: $60.00 per set. Philadelphia: 
W. B. Saunders Company, 1954. 

These three volumes comprise a sys- 
tematic and comprehensive system of 
urology. Each volume is indexed for all 
three volume is clearly printed on the 
backs for easy selection. The contributors 
have been selected for their eminence in 
the particular phase of urology for which 
they are best known and wherein they 
have made particularly notable contribu- 
tions. The list of names reads like a Who’s 
Who of Urologists in the United States, 
plus one each from England, Canada, and 
Puerto Rico. In addition, there are chap- 
ters in the fields of Anatomy, Physiology, 
Zoology, Biophysics, Surgery, Pediatrics, 
Clinical Medicine, Anaesthesiology, Path- 
ology and Gynecology as related to Urol- 
ogy by men of great eminence, authority 
and ability. The most important quality 
of all the writing is the lucidity of the 
text (and the excellence of the 1148 illus- 
trations and figures) which, despite the 
variety of authorship, has been so edited 
and arranged that this reviewer was con- 
tinuously impressed with the feeling of 
single authorship. This three volume Urol- 
ogy has transcended the danger of being 
a mere collection of assigned articles and 
reads truly as Campbell’s Urology, at the 
same time however, always carrying the 
authority and conviction of the individual 
expert contributor. 


A summary of such a monumental work 
is obviously impossible. Volume I covers 
Anatomy and Physiology, Principles of 
Diagnosis, Pathology of Urinary Obstruc- 
tion, Embryology and Anomalies, Infec- 
tions and Inflammations, Infertility in the 
Male, Urolothiasis and Foreign Bodies. 
Volume II includes Injuries, Tumors, 
Neuro-muscular disease, Urology in the 
Female, Urology in Childhood. Volume III 
completes the field with Endocrinology, 
Urologic Surgery, Radiotherapy of Tu- 
mors, Nephritis and Hypertension, and 
Adrenals. 
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The material is up-to-date, comprehen- 
sive, and extensive. Background material 
and comparative approaches are discussed 
and evaluated, and copious references sup- 
plied at the end of each chapter for sub- 
stantiation as well as for the guidance of 
the student who desires to go to source 
material. The statistical data is all recent 
and the therapy is as up-to-date as fura- 
dantin, tetracycline and erythromycin, 
cortisone and isonyazid. 


In conclusion, this reviewer would like 
to comment that he has found this Urol- 
ogy a much needed book for the Urologist, 
for medical libraries, and for any other 
person desiring complete reference in this 
field. I am sure that some deficiencies ex- 
ist and that perfection is the last thing 
that Dr. Campbell would claim for his 
book. But as he writes in his preface, “a 
publisher’s proposal to write a one-volume 
Textbook of Urology was the nidus of 
this Urology. I declined this proposition 
because today’s progress and develop- 
ment in this branch of medicine and its 
collateral fields are so amazing, rapid and 
variant that it is now beyond the scope 
of any one person to present all phases 
of this subject adequately. To achieve 
recognized authority for Urology, as dis- 
tinguished from mere compilation gleaned 
from others, outstanding collaborators 
were enlisted. In this corps are those na- 
tionally or internationally renowned for 
their intensive investigative work and un- 
usually wide experience in the sphere of 
their respective topics. Many of these 
contributions are classic monographs.”’ 


The immediate value of the X-ray sur- 
vey at hospitals for the mentally ill is ob- 
vious. The patients who have active tu- 
berculosis are receiving specialized care 
both for their mental and for their phy- 
sical illnesses. They are isolated and there- 
fore the non-tuberculous patients are 
spared the insidious long-time mass ex- 
posure to a highly infectious disease 
which without the X-ray might go un- 
detected. Elizabeth S. Kletzsch, NTA Bul- 
letin, Feb., 1954. 
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1776—MEDICAL SOCIETY OF DELAWARE —1955 


INCORPORATED 1789 


PRESIDENT-ELect, Glenn M. Van Valkenburgh, Georgetown 


VICE-PRESIDENT, Harold Mercer, Jr., 


AMERICAN MEDICAL ASSOCIATION (1955) 


STANDING COMMITTEES 
SCIENTIFIC WorK 
L. Cannon, Wilmington 


N. 
J. A. Elliott, Laurel 
A. J. Morris, Wilmington 


MEDICAL EDUCATION 
R. W. Frelick, Wilmington 
G. R. Spong, Dover 
L. L. Fitchett, Milford 


PUBLICATION 


W. E. Bird, Wilmington 
M. A. Tarumianz, Farnhurst 
N. L. Cannon, Wilmington 


PusLic Laws 


S. McDaniel, Sr., Dover 
R. Mayerberg, Wilmington 
R. al Murray, Wilmington 
ames , Lewes 


BUDGET 
Charles Levy, Wilmington 
J. M. Messick, Wilmington 
M. A. Tarumianz, Farnhurst 
J. S. McDaniel, Jr., Dover 
C. M. Mover, Laurel 


OFFICERS 
PRESIDENT, Lewis B. Flinn, Wilmington 


SPECIAL COMMITTEES 


TUBERCULOSIS 
. A. Beatty, Wilmington 
C. Blase, Wilmington 
_W. Hainlen, Wilmington 
. P. Lang, Wilmington 
. J. Morris, Wilmington 
Phillips, Wilmington 
. R. Everett, Dover 
ix Mick, Milford 
. M. Moyer, Laurel 
MATERNAL & INFANT MORTALITY 
. M. Gehret, Wilmington 
. I. Handy, Wilmington 
_O. Y. Warren, Wilmington 
. L. Fitchett, Milford 
. H. Williams, Laurel 
a 


MENTAL HEALTH 
Freyhan, Farnhurst 
Ingram, Jr., Wilmington 
harles Strahan, Wilmington 
. T. McGuire. New Castle 
. M. Van Valkenburgh, Georgetown 

HEART DISEASE 
R. Durham, Jr., Wilmington 
H. Clagett, Jr., Wilmington 
L. Dewees, Wilmington 
. R. Everett, Dover 
; Seaford 


DIABETES 


OXO>™ 


New Castle. 


SECRETARY, Norman L. Cannon, Wilmington 

TREASURER, Charles Levy, Wilmington 

EXECUTIVE SecRETARY, W. Edwin Bird, M.D., 621 Delaware Avenue, Wilmington 

DeLecate: H. T. cGuire, 

REPRESENTATIVE TO DELAWARE ACADEMY OF MEDICINE, W. O. LaMotte, Sr., 


ALTERNATE: Bruce Barnes, Seaford. 
Wilmington 


SPECIAL COMMITTEES 
MILITARY & VETERANS AFFAIRS 
. W. Rose, Wilmington 
. W. Alden, Jr., Wilmington 
. W. Murray, Wilmington 
. F. Richards, Wilmington 
. D. Washburn, Wilmington 


NATIONAL DEFENSE 
. L. Bailey, Wilmington 
k ilmington 
Ww. MacKelkan, Wilmington 
. L. Munson, Wilmington 
McDaniel, Jr., Dover 


RURAL MEDICAL SERVICE 


T. J. Tobin, Milton 

H. Hoch, Middletown 
Prickett, Smyrna 


Sy 


Smith, Harrington 
A. Elliott, Laurel 


VOCATIONAL REHABILITATION 
E. L. Stambaugh, Lewes 
G. A. Beatty, Wilmington 
I. M. Flinn, Wilmington 
D. J. King, Wilmington 
H. J. Laggener, Smyrna 


Fees FOR WELFARE PATIENTS 


cf Tobin, Milton 
a Prickett, Smyrna 


Charles Levy, Wilmington 
D. H. Aitken, Wilmington Lynch, Seaford 
E. M. Bohan, Wilmington 
lA MMITTEES AMER. Mep. Epuc. Fon. 
SPECIAL CO : J. F. Flanders, Wilmington C. F. Richards, Wilmington 
Apvisory, WOMAN'S AUXILIARY O. J. Pollak, Dover F. S. Hassler, Wilmington 
G. A. Beatty, Wilmington ARTHRITIS G. O. Poole, Wilmington 
P. D. Gordy, Wilmington T. B. Strange, Wilmington R. R. Layton, Dover 
D. W. MacKelkan, Wilmington W. T. Hall, Wilmington nm. 4. Klingel, Rehoboth 
R. W. Murray, Wilmington A. J. Heather, Wilmington 
R. W. Comegys, Clayton H. G. Neese, Wyoming HosPITAL-PHYSICIAN RELATIONSHIPS 
CANCER MEDICAL Service & PuBLIC RELATIONS ~ 
C. E. Wagner, Wilmington 
L. W. Whitney, Wilmington H. T. McGuire, New Castle B. Baker. Milford 
R. J. Colfer, Wilmington S. G. Elbert, Wilmington Bee Sewes 
J. B. Dukes, Wilmington C. T. Lawrence, Wilmington 
D. M. Gay. Wilmington E. R. Mayerberg, Wilmington BOARD 
Gledhill. Wilmington A. L. Shands, Jr., Wilmington C. E. Wagner, Wilmington 
H. S. Rafal, Wilmington J. S. McDaniel. Sr., Dover V. D. Washburn, Wilmington 
Isadore Slovin, Wilmington H. W. Smith, Harrington M. A. Tarumianz, eet 
R. R. Layton, Dover J. W. Lynch, Seaford H. W. Smith, Harrin 
L. M. Dobson, Milford J. E. Marvil, Laurel Bruce Barnes, Seafor 
WOMAN'S AUXILIARY—1954-55 
Mrs. G. A. Beatty, President, Wilmington Mrs. I. L. CHIPMAN, JR., Recording Secretary, Wilmington 
Mrs. R. W. Comecys, President-elect, Clayton Mrs. e W. BARTOSHESKY, Corresponding Secretary, Wilmington 
Mrs. C. M. Moyer, Vice-President, Laure Mrs. H. J. LAGGNER, Treasurer, Smyrna 
NEW CASTLE COUNTY MEDICAL Alternates (1956): D. H. Aijtken, Alternates: |. J. Lazzeri (1955), 
Barnhart, A. H. Clagett, Jr., Smyrna; R. J. Bishop (1956), Dover; G. 


SOCIETY 


Meets Third Tuesday 
N. L. Curwer, President 
CHARLES Levy, President-Elect 
Gray, Vice-President 
Ww. BRIGGS, Secretary 
@ Jr., Treasurer 
E. C. SyrovatTKa, LL.D., Exec. Secretary 


Councilors: J. C. Pierson (1955); R. 
B. Thomas (1956); A. D. King (1957). 


Delegates (1955): J]. W. Alden, Jr., 
E. M. Bohan, S. W. Casscells, I. L. 
Chipman, Jr., Marjorie E. Conrad, N. L. 
Cutler, E. F. Fantazier, F. S. Hassler, A. 
W. H. Lee. ‘H. T. McGuire. 

. M. Pierson, S. W.: Rennie, C. F. 
Richards, H. H. Stroud. 

Alternates (1955): C. R. Donoho, J. F. 
Flanders, Mildred B. Forman. R. W. Fre- 
lick, P. D. Gordy. T. Hynes, E. N. 
Johnson, D. J, King, V. deP. Maguire. 

. J. Morris, J. Olivere, T. H. Pen- 
G. O. S. Rafal, E. J. 
Szatkowski. 

Delegates (1956): R. E. Allen, W. L. 
Bailey, J. Barsky. Jr., S. W. Bar- 
toshesky, ; riggs, Italo Chara- 
mella, J. A. Chrzanowski, A. J. Flem- 
ing, E. J Gilday, Catherine P. John- 
son, Jones, D. W. MacKelcan, 


E. F. S. Skura, H. A. Tar- 


rant, M. A. Tarumianz. 


C. A. D’Alonzo, F. J. DiCecco, S. G. 
Elbert, H. W. “ay R. C. Hayden, L. 
Katzenstein, J. . Kerrigan, H. L. 
Reed, H. J. Repman, Jr., R. D. San- 
ders, W. C. Silverman, T. B. Strange, 
L. W. Whitney. 


Board of Directors 


N. L. Cutler (1955), H. W. Gray 
(1955), Charles Levy (1955), W. W. 
Briggs (1955), A. L. Ingram, Jr. (1955), 
W. . Lattomus (1955), S. W. Rennie 
(1956), A. R. Shands, Jr. (1957). 
Woman's Auxiliary 
Mrs. J. W. Howarp, President; Mrs. 
. W. MACKELCAN, President-Elect; Mrs. 
i: Morris, Vice- President; Mrs. J]. 
IKINS, Recording Secretary; Mrs. I. 
. CHIPMAN, Jr., Corresponding Secretary: 
rs. F. E. SPENCER, Treasurer. 


KENT COUNTY MEDICAL 
SOCIETY 
Meets Second Sunday 

J. R. Fox, President, Dover 
J. Vice-President, Dover 

. S. DENNIS, Secretary- Treasurer, Dover. 

W. C. Pritchard (1955). 
Smyrna; E. H. Mercer (1956), Dover. 

Delegates: B. F. Burton (1955), Dover: 
R. W. Comegys (1956), Clayton: E. R. 
McNinch (1956), Dover. 


R. Spong (1956), Dover. 


Woman's Auxiliary 
_Mrs. H. W. SmitH, President, Har- 
rington; Mrs. H. J. LAGGNER, Secretary- 
Treasurer, Smyrna. 


SUSSEX COUNTY MEDICAL 
SOCIETY 


Meets Second Thursday 


. KLINGEL, President, Rehoboth. 
TOBIN, Vice- President, Milton. 
MARVIL. Secretary-Treasurer, Laurel. 


E. L. Stambaugh (1955), 


Lewes; L. M. Dobson (1957), Milford. 
Delegates: W. Annand (1956), 
Georgetown; Bruce Barnes (1956), Sea- 


ford; James Beebe, Jr. (1956), Lewes; 
O. A. James (1956), Milford; R. S. 
Long (1956), Frankford; J. E. Marvil 
(1956), Laurel. 

Alternates: L. L. Fitchett (1956), Mil- 
ford; J. L. Fox (1956), Seaford; —- 
erine C. Gray (1956), Bridgeville: J. 
Lynch (1956), Seaford: C. M. lieve: 
(1956), Laurel; C. G. Pierce, Jr. (1956), 
Rehoboth. 


Woman's Auxiliary 
Mrs. J. W. LyNcn, President, Seaford. 
Mrs. J. L. Fox, Secretary, Seaford. 
BEEBE, Jr.. Treasurer, Reho- 
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Normal Colon 


Ulcerative Colitis 


Smoothage in Correction of Colon Stasis 
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METAMUCIL® IN CONSTIPATION 


Atonic Colon 


To initiate the normal defecation reflex, 
the “‘smoothage” and bulk of Metamucil provide 
the needed gentle rectal distention. 


7 the habit of constipation has been estab- 
lished, due to any of a large number of causes, it 
becomes a major problem. Self-medication with 
irritant or chemical laxatives, or repeated enemas, 
usually causes a decreased, sluggish defecation 
reflex and may result in its complete loss. 

Rectal distention is a vital factor in initiating 
the normal defecation reflex, and sufficient bulk 
is thus of obvious importance in restoring this 
reflex. Metamucil provides this bulk in the form 
of a smooth, nonirritating, soft, hydrophilic col- 
loid which gently distends the rectum and initiates 
the desire to evacuate. Metamucil demands ex- 
tra fluid, imparting even greater smoothage to 
the intestinal contents. 

It is indicated in chronic constipation of 
various types—including distal colon stasis of the 


“irritable colon” syndrome, the atonic colon fol- 
lowing abdominal operations, repressions of def- 
ecation after anorectal surgery and in special con- 
ditions such as the management of a permanent 
ileostomy. Metamucil is the highly refined mucil- 
loid of Plantago ovata (50°%), a seed of the psyl- 
lium group, combined with dextrose (50%) as a 
dispersing agent. 

The average adult dose is one rounded tea- 
spoonful of Metamucil powder in a glass of cool 
water, milk or fruit juice, followed by an addi- 
tional glass of fluid if indicated. 

Metamucil is supplied in containers of 4, 8 and 
16 ounces. It is accepted by the Council on 
Pharmacy and Chemistry of the American Med- 
ical Association. G. D. Searle & Co., Research 
in the Service of Medicine. 
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about 


46 CALORIES 


per 18 gram slice 


In very special cases 
A very 
superior Brandy 


SPECIFY * * 


HENNESSY 


| i THE WORLD'S PrererreD COGNAC BRANDY 
INGREDIENTS 84PROOF Schieffelin & Company, New York, N.Y. 


WHEAT, WHOLE WH 


EAT AND FLAKED OR 
ROLLED WHEAT FLOURS, YEAST, MOLASSES, 
SALT, HONEY, MALT, CARAMEL, SESAME SEED, 
YEAST FOOD, WITH AN ADDITION OF WHOLE 
a RYE, OATMEAL, SOYA, GLUTEN AND BARLEY 
oe FLOURS, PLUS DEHYDRATED VEGETABLE FLOURS, 
| INCLUDING CARROT, SPINACH, KELP, LETTUCE, B ATRONIZE 
PUMPKIN, CABBAGE, CELERY AND PARSLEY. 
CALCIUM PROPIONATE ADDED TO 
RETARD SPOILAGE. 

Baked exclusively FOR YOU by OUR 


“fnei ADVERTISERS 


Under License By National Bakers Services, Inc., Chicago 


EVERYTHING NEW IN DRUGS 


FOR DOCTORS ONLY! 


61380 


6-1380 is Brittingham's unlisted telephone number for 
the use of doctors only . . . Phone your prescriptions to 
us and we will deliver them by fast motorcycle to any 
point in the city or suburbs . . . No charge, of course! 


BRITTINGHAM’S 
PHARMACY 


MEDICAL ARTS BUILDING DELAWARE TRUST BUILDING 
FAIRFAX SHOPPES EDGEMOOR 
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Only a flawless pedigree — a long and illus- 
trious ancestry of purebreds — can produce 
a champion show dog. 


all-transistor 
Only audivox in the hearing-aid field can trace an Model 72 
ancestry that includes poet Western Electric and Bell by Audivox J 
Telephone Laboratories. audivox lineage springs from , : 
the pioneer experiments of Dr. Alexander Graham Bell, sical 
furthered by the development of the hearing aid at Bell Model 72 “New World.” Because it departs completely 
Telephone Laboratories, brought to fruition by Western Quen stiael hearing-aid appearance, this tiny 


Electric and audivox engineers. “prosthetic ear’’ may be worn as a barrette, tie clip, or 
clasp without concealment. Resultant benefits include 
new poise and new aural acuity for the wearer through 


free-ficld reception without clothing rustle, 


MANY DOCTORS rely on career Audivox dealers 
for conscientious, prompt attention to their 
patients’ hearing needs. There is an Audivox ‘ 
dealer — chosen for his interest, ability, and ‘ 
integrity — in your vicinity. He is listed in the 
Hearing Aid section of your classified telephone 
directory, under Audivox or Western Electric. 


Successor to Western LJéchri¢ Hearing Aid Division the pedigreed hearing aid. : 


123 Worcester St., Boston, Mass. = 
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Upjohn 


Allergic 


skin cond 


itions, 
pruritus 


ACETATE 


Supplied: 


1.0% (10 mg. per Gm.) 

in 5 Gm. and 20 Gm. tubes 
2.5% (25 mg. per Gm.) 

in 5 Gm. and 20 Gm. tubes 


ACETATE 
Supplied: 


0.1% (1 mg. per Gm.) 
in 5 Gm. tubes 
0.2% (2 mg. per Gm.) 
in 5 Gm. tubes 


SREGISTERED TRADEMARK FOR THE UPJOHN BRAND OF HYDROCORTISONE (COMPOUND F) 
SSTRADEMARK FOR THE UPJOHN BRAND OF 9-ALPHA-FLUOROHYOROCORTISONE 


The Upjohn Company, Kalamazoo, Michigan 
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BUTAZOLIDIN’® 


(brand of phenylbutazone) 


for potent, nonhormonal therapy 


The anti-arthritic potency of BUTAZOLIDIN is well 
substantiated by recent clinical reports. In peripheral 
rheumatoid arthritis, for example, BUTAZOLIDIN produced 
“‘major improvement” in 42.9 per cent of the patients studied; 
in rheumatoid spondylitis “major improvement” 

in 80 per cent; and in gout 90.9 per cent demonstrated 
“marked improvement” or “complete remission of symptoms 
and signs within 48 hours.””* 


BuUTAZOLIDIN being a potent agent, the physician should carefully select 
candidates for treatment and promptly adjust dosage to the minimal 
individual requirement. Patients should be regularly examined during 
treatment, and the drug discontinued should side reactions develop. 


Detailed literature on request. 
*MacKnight, J. C.; Irby, R., and Toone, E. C., Jr.: Geriatrics 9:11] (Mar.) 1954. 


BuTAzo.ipiNn® (brand of phenylbutazone): Red coated tablets of 100 mg. 


GEIGY PHARMACEUTICALS 

Division of Geigy Chemical Corporation 

e 220 Church Street, New York 13, N. Y. 
In Canada: Geigy Pharmaceuticals, Montreal 423 
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“TValiente!” cried 
the Spanish admiral 


He cheered as his launch fished this man and seven 
more waterlogged American sailors out of Santiago 
Harbor, Cuba, on the morning of June 4, 1898. 
This was straining Spanish chivalry to the break- 
ing point, for Richmond 
Hobson (right) and his 
little suicide crew had 
spent the previous night 
taking a ship into the 
harbor entrance under a 
hail of cannonade and 
deliberately sinking her 
to bottle up the Spanish fleet. 


Hobson, who planned and supervised every de- 
tail of the operation, from placing the scuttling 
charges to dropping anchor under fire, was ac- 
tually an engineer, not a line officer. 


In Santiago Harbor, he led his first and only 
action against the enemy. But his cool-headed 
daring made him as much a hero of the day as 
Admiral Dewey. And proved again that America’s 


most valuable product is Americans. 


These Americans—proudly confident of their 
nation’s future—are the people who stand behind 
United States Series E Savings Bonds. They are 
the people who, by their spirit and abilities, make 
these Bonds one of the world’s finest investments. 

That’s why there’s no better way to protect your 


future than by investing in America’s future! Buy 
Bonds regularly! 


* * * 


It’s actually easy to save money—when you buy 
United States Series E Savings Bonds through the 
automatic Payroll Savings Plan where you work! 
You just sign an application at your pay office; after 
that your saving is done for you. And the Bonds you 
receive will pay you interest at the rate of 3% per 
year, compounded semiannually, for as long as 19 
years and 8 months if you wish! Sign up today! Or, 
if you’re self-employed, invest in Bonds regularly 
where you bank. They’re as safe as America! 


For your own security—and your country’s, too 


invest in U.S. Savings Bonds! 


The U.S. Government does not pay for this advertisement. It is dona pub ication in cooperation 
with the Advertising Council and the Magazine 
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itchin 


scalin 


burnin 


keep returning? 


‘Siisun acts quickly to relieve seborrheic der- 

matitis of the scalp. Itching and burning 
symptoms disappear with just two or three 
applications — scaling is controlled with just 
six or eight applications. And SE.tsun is ef- 
fective in 81 to 87 per cent of all seborrheic 
dermatitis cases, 92 to 95 per cent of dandruff 
cases. Easy to use, SELSUN is applied and rinsed 
out while washing the hair. Takes little time, 
no messy ointments or involved procedures. 
Prescribe the 4-fluidounce bottle for all your 
seborrheic dermatitis patients. 


Complete directions are on label. Abbett 


®Setsun Sulfide Suspension/Selenium Sulfide, Abbott 
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ECKERD’S 
DRUG STORES 


COMPLETE 


DRUG SERVICE 


FOR 


PHYSICIAN - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL SUPPLIES 
SURGICAL BELTS 
ELASTIC STOCKINGS 
TRUSSES 


513 Market Street 723 Market Street 
900 Orange Street Manor Park 
WILMINGTON, DELAWARE 


Baynard Optical 
Company 


Prescription Opticians 


We Specialize in Making 
Spectacles and Lenses 
According to Eye Physicians’ 
Prescriptions 


AND MARKET STS. 
WILMINGTON, DELAWARE 


PARKE 


Institutional Supplier 
Of Fine Foods 
COFFEE ‘TEAS 
SPICES CANNED FOODS 


FLAVORING EXTRACTS 


L. H. Parke Company 
Philadelphia - Pittsburgh 
7746 Dungan Rd., Phila. 11, Pa. 


JOHN G. MERKEL 
& SONS 


Phy sici Hoste 


PHONE 4-8818 


801 N. Union Street 


Wilmington, Delaware 
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We maintain 
prompt city-wide 
delivery service 
for prescriptions. 


CAPPEAU’ 


Drug Store of Service 


DELAWARE AVE. at DUPONT ST. 


Dial 6-8537 


Physicians’ and Surgeons’ 


PROFESSIONAL 
Liability Insurance 


Provides Complete Malpractice Protection, 
Avoids Unpleasant Situations By Immediate 
Thorough Investigation And Saves You The 
High Costs Of Litigation. 


The Only Plan Which Is Officially Sponsored 
By Your Local Medical Society 


The New Castle County Medical Society 
The Kent County Medical Society 
The Sussex County Medical Society 


WRITE OR PHONE 


J. A. Montgomery, Inc. 


DuPont Bldg. 10th & Orange Sts. 
87 Years of Dependable Service 
Phone Wilmington 8-6471 


If it’s insurable we can insure it 
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Something NEW 
is Cookin 


MORE INSURANCE NOW AVAILABLE 


think! HOW THESE AMOUNTS 
E TAXES IN 


WOULD HELP IN PAYING ESTATE 
CASE YOU ARE ACCIDENTALLY KILLED... 


SPECIFIC BENEFITS For Loss OF SIGHT. 
IMs OR LIMBS FROM ACCIDENTAL INJURY 


HOSPITAL INSURANCE also for our Members 
and their Families 


$4,000,000 Assets 
$20,000,000 Claims Paid 
52 Years Old 


Physicians Casualty & Health Ass’ns. 
Omaha 2, Nebraska 
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| posted, Doctor... 
. on up-to-date techniques for detecting and treating cancer, we 
have @ @ ®@ 
@ @ @ inour professional film library, films on nearly 150 
subjects covering cancer diagnosis, detection and treatment, 
available onloan @ @ ®@ 
@ @ @ our monthly publication, ‘‘Cancer Current 
* Literature,” an index to articles on neoplastic diseases from 
American and foreign journals. 

a For information about these 

ce and other materials, write 
q your state Division of the 
: American Cancer Soci 
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FRAIM’S DAIRIES 


Quality Dairy Products 


Since 1900 


GOLDEN GUERNSEY MILK 


Wilmington, Del. Phone 6-8225 


A Store for... 
Quality Minded Folks 
Who tre Thrift Conscious 


LEIBOWITZ’S 
224-226 Market Street 
Wilmington, Delaware 


George T. Tobin & Sons 


BUTCHERS 


NEW CASTLE, DELAWARE 
Phone N. C. 3411 


To keep 
your car running 


Better-Longer 
use the 

dependable friendly 
Services you find at 
your neighborhood 


Station 


CANADA DRY GINGER ALE, Inc., New York, N. Y., Sole Importer 


...from Two 
Outstanding Cases 


RED LABEL BLACK LABEL 
Both 86.8 Proof 


Johnnie Walker stands out in its devotion to 
quality. Every drop is made in Scotland. Every 
drop is distilled with the skill and care that 
come from generations of fine whisky-making. 
And every drop of Johnnie Walker is guarded 
all the way to give you perfect Scotch whisky... 
the same high quality the world over. 


BORN 1820... 
STILL GOING STRONG 


WALKER 


‘BLENDED SCOTCH WHISKY 
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Enjoy instant, plentiful hot water 


For downright convenience, With an Automatic Gas 
comfort and health of your 

family — you should have WATER HEATER 

an ample, reliable supply 
of hot water! With an Auto- 
matic Gas Water Heater in 
your Home, you're sure of 
all the hot water you want, 
when you want it. For light- 
ening household tasks, 
bathing, cleaning, dish- 
washing, laundering and 
many other uses. Besides, you save time and 
worry, for you're sure of constant water tempera- 
tures at low cost. Arrange for the installation of 
an Automatic Gas Water Heater in your home now. 
Ask your Plumber, or stop in to see us. 


DELAWARE POWER £ LIGHT CO. 
"The Sorice” 


REC v PAT OFF 


CREAM 
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MEAD’S 


Dosage: 5 to 10 drops daily. 
Available in 10 cc. and in 
economical 50 cc. bottles. 


MEAD JOHNSON & COMPANY + EVANSVILLE, INDIANA, U.S.A. 


DEPENDABLE 
PROTECTION 
COSTS 

SO 


No child need be denied protection against rickets 


and vitamin A and D deficiencies. 


Mead’s Oleum Percomorphum is a potent, effec- 
tive source of vitamins A & D... that can be 


given at a cost of about a penny a day. : 


Specify Mead’s Oleum Percomorphum for utmost 
dependability. It assures your pediatric patients a 
vitamin preparation with more than 20 years of 


successful use . . . exactingly assayed . . . an 


unexcelled product of modern processing. 


OLEUM PERCOMORPHUM 


economical, potent vitamin A & D drops 
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